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INTRODUCTION 

The  intent  of  the  HIV  Prevention  Planning  Council's  planning  effort  was  to  identify, 
succinctly  define,  and  make  recommendations  for  the  implementation  of  priority  HIV 
prevention  strategies  and  interventions  that  are  believed  to  be  effective.   This  information  is 
presented  with  the  explicit  understanding  that  it  is  a  guide  and  a  resource,  not  a  mandate,  for 
prevention  planning  and  program  design. 

This  chapter  presents  strategies  and  interventions  in  discrete  categories  for  the  sake  of 
clarity  in  discussion;  they  are  not  meant  to  suggest  that  in  practice  these  interventions  fit  into 
strictly  bounded  categories.  The  Council  recognizes  the  complementary  nature  of  these 
strategies  and  interventions  in  the  development  of  comprehensive  prevention  programs,  as 
successful  programs  generally  employ  several  strategies  and  interventions  to  effectively  serve 
the  target  populations. 

Development  of  this  Chapter 

In  the  first  year  of  prevention  planning,  the  plan  outlined  overarching  themes  and 
presented  information  about  strategies  and  unmet  needs.   In  year  two  of  the  process,  the 
HPPC's  Strategies  and  Interventions  Committee  developed  an  inventory  of  priority  strategies 
and  interventions  and  described  cross-cutting  themes.   This  chapter  is  a  result  of  the 
Committee's  work,  and  provides  a  set  of  guidelines  for  the  implementation  of  HIV  prevention 
strategies  and  interventions. 

Each  section  of  this  chapter  required  Committee  members  to  make  decisions  about  the 
kind  of  information  that  would  be  most  useful  to  the  community  and  how  to  present  it.   The 
structure  of  the  document,  as  well  as  all  aspects  of  its  content,  was  discussed  and  decided  upon 
by  Committee  members  present  at  meetings.   In  general,  decisions  were  made  using  a  nominal 
group  process,  which  involved  open  discussion  and  group  consensus. 

Data  for  this  chapter  were  gathered  from  the  following  sources: 

Results  from  1994  focus  groups  with  members  of  target  populations; 

Community  meetings; 

Reports  from  prevention  providers  in  interviews,  discussions,  and  written  reports; 

Relevant  published  research  literature; 

Key  informant  interviews; 

Group  interviews  and  discussions  among  HPPC  members;  and 

The  California  State  HIV  Prevention  Plan. 
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What  is  in  this  Chapter 

This  chapter  begins  with  cross-cutting  themes  and  general  recommendations  for  the 
planning,  design  and  implementation  of  prevention  programs.   Next  is  a  discussion  of  behavior 
theory  and  its  application  and  value  to  HIV  prevention  efforts.   Each  of  the  strategies  and 
interventions  is  then  discussed  individually,  with  specific  guidelines  and  recommendations 
outlined  in  detail. 

General  Recommendations  I  Cross-cutting  Themes 

The  Committee  decided  to  include  a  section  outlining  a  number  of  general 
recommendations  for  providers.   For  example,  conducting  needs  assessments,  incorporating 
evaluation  in  program  designs,  and  using  volunteers  should  be  considered  with  any  prevention 
strategy  or  intervention.   It  was  the  Committee's  decision  to  expand  the  chapter's  introduction 
to  highlight  those  overarching  themes  that  have  broad  applicability  to  prevention  programs  in 
general.  These  topics  are  presented  as  general  recommendations  for  all  strategies  and 
interventions. 

Behavior  Theory  and  HIV  Prevention 

An  additional  section  describing  applicable  behavior  theories  and  their  use  in  HIV 
prevention  is  also  included.  The  section  operates  as  information  and  guidance  for  providers 
developing  programs. 

Information  on  Individual  Strategies  and  Interventions 

The  Committee  chose  to  make  a  distinction  between  prevention  "strategies"  and 
prevention  "interventions."  A  strategy  is  an  approach  to  prevention  that  can  be  applied  across 
a  spectrum  of  possible  interventions  (such  as  peer  education).   Interventions  are  defined  as  the 
type  of  service  a  prevention  program  provides  (e.g.,  individual  sessions,  outreach,  educational 
workshops).   Strategies  are  discussed  separately  from  interventions  in  the  chapter. 

In  keeping  with  its  goal  of  creating  a  useful  tool  for  prevention  providers,  the 
Committee  developed  a  format  for  describing  the  strategies  and  interventions.   For  each 
strategy  and  intervention,  the  guidelines  present  a  definition  and  description  to  establish  a 
common  language  for  prevention.   Committee  members  also  identified  a  set  of  standards  of 
service  delivery  for  each  intervention  that  would  ensure  consistent  quality  of  prevention 
services.   Expected  outcomes  for  each  intervention  were  also  discussed  and  are  outlined  in  the 
chapter.   Information  on  effectiveness,  based  on  the  literature,  is  also  presented,  including 
outcome  and  when  available,  cost-effectiveness.  The  final  component  for  each  strategy  and 
intervention  is  a  list  of  guidelines  for  suggested  uses. 

The  "Suggested  Uses"  section  is  a  result  of  the  final  task  of  the  Committee,  which  was 
to  prioritize  the  prevention  strategies  and  interventions  for  specific  target  populations.   In 
discussing  a  process  for  accomplishing  this,  it  became  clear  that  establishing  a  priority  listing 
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of  interventions  would  not  be  as  useful  for  providers  as  would  an  outline  of  suggested  uses  of 
and  considerations  for  each  strategy  and  intervention.   Through  group  discussion,  Committee 
members  developed  guidelines  for  suggested  uses  that  describe  the  characteristics  of  those  for 
whom  a  particular  strategy  or  intervention  would  be  appropriate.   The  Committee  primarily 
considered  specific  characteristics  such  as  financial  stability,  perception  of  risk,  and  lack  of 
social  support.   Many  of  the  characteristics  used  by  the  Committee  in  its  discussions  are  also 
co-factors  that  were  used  by  the  Priority-setting  Committee.   Along  with  the  suggested  uses 
are  special  considerations,  limitations  or  modifications  to  the  intervention  that  would  be 
necessary  when  targeting  populations  with  certain  characteristics. 

The  decision  to  present  suggested  uses  and  limitations  of  each  strategy  and  intervention 
is  in  line  with  the  goal  to  provide  guidance  to  the  community  and  to  not  discourage  the 
innovative  use  of  certain  strategies  and  interventions.   The  Committee  felt  it  was  more 
important  to  focus  on  the  standards  of  service  provision  and  expected  outcomes.   As  a  result, 
the  descriptions  of  strategies  and  interventions  are  deliberately  broad  to  allow  maximum 
flexibility  and  creativity  on  the  part  of  providers  to  tailor  their  prevention  efforts  in  the  most 
effective  way  for  the  community  they  reach. 

GENERAL  RECOMMENDATIONS 

In  developing  guidelines  for  the  strategies  and  interventions  outlined  in  this  chapter, 
several  themes  emerged  that  cut  across  all  types  of  strategies  and  interventions.   For  this 
reason,  a  set  of  general  recommendations  for  program  design,  implementation  and  evaluation 
was  developed  that  applies  to  all  HIV  education  and  prevention  providers.   The  themes 
addressed  in  this  section  are:  multiple  approaches,  needs  assessment,  program  design, 
evaluation,  linkages  and  coordination,  training,  volunteer  use,  prevention  messages, 
confidentiality,  and  feedback/grievance  procedures. 

Multiple  Approaches 

HIV  prevention  strategies  and  interventions  are  more  likely  to  reach  target  populations 
if  a  variety  of  approaches  are  employed.   Therefore  providers  need  to  strive  toward 
implementing  a  combination  of  several  methods  or  to  work  closely  with  other  programs 
targeting  similar  communities  to  insure  that  the  multiple  needs  and  issues  of  the  target 
population  are  addressed. 

Needs  Assessment 

An  assessment  of  the  needs  of  the  targeted  population/community  is  the  first  step  in 
designing  a  prevention  program  that  addresses  the  relevant  HIV-related  issues  of  that  group. 
One  purpose  of  looking  into  these  needs  is  to  identify  the  degree  of  risk  for  HIV  faced  by  a 
particular  community  at  a  particular  time.   The  target  population  also  must  be  examined  to 
understand  its  specific  HIV  needs.   Do  they  lack  knowledge?  Do  they  need  behavior 
modification  skills?  What  are  barriers  to  HIV  prevention  for  this  population  and  how  can  they 
be  overcome?  The  knowledge  gained  from  the  needs  assessment  is  used  to  define  the 
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prevention  program.  The  needs  assessment  allows  the  provider  to  define  its  target  group  and 
state  the  problem  in  behavioral  terms.   A  description  of  the  current  services  (or  gaps  in 
services)  targeting  this  group  can  also  be  included.  The  target  population  must  be  allowed  a 
proactive  role  in  this  assessment. 

A  needs  assessment  is  also  important  to  gauge  commitment  and  timing  requirements  for 
the  intervention  to  reach  its  audience,  and  to  measure  the  feasibility  of  a  proposed  intervention 
within  political  and  contextual  constraints.   In  addition,  needs  assessments  should  bring  to  light 
the  most  effective  venues  and  media  for  prevention  work,  the  conditions  of  client  participation, 
the  levels  of  need  and  interest  in  the  community  for  different  intervention  types,  and  the  kinds 
of  cultural/linguistic  competence  and  organizational  capacity  necessary  for  an  intervention  to 
take  hold.   For  example,  all  services  should  be  provided  in  the  appropriate  language(s)  and  at 
the  appropriate  literacy  and  developmental  levels  of  the  target  population.   In  addition,  the 
horn's  that  services  are  provided  need  to  be  flexible  to  accommodate  the  needs  of  the  target 
population. 

Program  Design 

The  San  Francisco  STD/HIV  Prevention  Training  Center  (1995)  outlines  the  steps  for 
planning  HIV  prevention  programs  in  its  training  manual,  Planning  and  Evaluating  HIV 
Health  Education  Programs.   Program  design  begins  with  the  needs  assessment  as  described 
above,  first  to  define  the  problem  and  then  to  define  the  program  to  address  these  needs.  The 
actual  plan  for  the  program  is  outlined  in  its  objectives.  A  program's  objectives  describe 
specific  activities  to  be  carried  out  by  staff  (process  objectives)  and  expected  changes  that  will 
result  because  of  the  intervention  (outcome  objectives).   Objectives  always  consist  of 
statements  identifying  the  who,  the  what,  the  when,  and  by  how  much.   Interventions  are 
selected  that  are  reflective  of  the  needs  assessment  and  are  feasible  given  the  resources 
available,  and  a  plan  to  implement  the  program  is  designed.  The  final  piece  is  the  design  of 
evaluation  plan. 

Evaluation 

Ongoing  evaluation  processes  determine  whether  the  program's  objectives  are  being 
met  and  the  expected  outcomes  of  the  intervention  are  being  fulfilled.   For  this  reason, 
organized  evaluations  are  critical  to  the  continuation  and  development  of  effective  programs. 
Documentation  of  work,  data  collection,  data  analysis,  and  regular  reports  are  among  the  tasks 
that  must  be  built  into  program  structure  to  demonstrate  that  a  program  is  meeting  its 
objectives,  to  assure  quality  services  are  being  delivered,  and  to  justify  continuation. 
Appropriate  staff  time  and  expertise  should  be  allocated  to  evaluation  activities.   The 
integration  of  evaluation  tools  into  program  structure  may  save  a  program  that  is  failing  to 
meet  its  expected  outcomes,  through  early  diagnosis  of  problems,  which  may  then  be  filled. 
The  completion  of  evaluation  tasks  allows  program  directors  to  document  successful  programs 
and  to  identify  areas  that  need  to  be  modified  to  better  serve  the  target  population.  When 
appropriate,  evaluations  should  incorporate  client  input  (from  an  exit  interview  or  an 
evaluation  form  filled  out  after  a  session,  for  example). 
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Linkages  and  Coordination 

Prevention  programs  should  share  the  larger  goal  of  creating  a  coordinated  system  of 
referral  to  other  social  services.   HIV  prevention  can  be  just  one  component  of  a  set  of 
services  addressing  multiple  issues  relevant  to  the  community.   Coordination  of  services 
enables  clients  to  access  information,  especially  about  HIV  prevention,  that  they  might  not 
otherwise  receive.   It  can  also  be  an  excellent  way  for  providers  to  outreach  to  clients  at  risk. 
A  preliminary  list  of  social  services  to  prioritize  for  coordination  with  prevention  includes: 
substance  abuse  treatment,  immigration  services,  legal  services,  general  assistance,  mental 
health  and  primary  health  care  services,  shelters  for  homeless,  shelters  for  battered  women  and 
children,  rape  crisis  counseling,  child  protective  services,  suicide  prevention,  job  training  and 
placement,  youth  and  runaway  services,  family  planning,  STD  care  and  prevention,  and 
services  for  people  with  physical,  emotional,  and/or  learning  disabilities. 

Service  Delivery  Training 

Training  is  an  essential  element  of  any  prevention  program  and  should  be  incorporated 
into  both  proposals  and  contracts.   Funding  should  be  available  for  trainings  and  conferences, 
including  travel  and  per  diem,  as  part  of  quality  assurance  for  prevention  services.   Without 
adequate  training,  both  clients  and  staff  are  at  risk  for  misinformation  and,  worse,  for  personal 
injury.   Training  should  be  available  for  and  provided  to  volunteers,  peer  educators,  and  paid 
staff.   Scheduling  constraints  should  be  respected  for  volunteers  and  peer  educators,  who  often 
have  to  balance  their  program  work  with  other  jobs  or  with  school.   For  example,  it  may  be 
necessary  to  hold  some  training  sessions  during  the  evenings  and/or  weekends,  to  meet  the 
needs  of  volunteers  and  peer  educators. 

Volunteers 

Volunteers  need  to  be  offered  training  and  support  opportunities  similar  to  those 
available  to  regular  staff.   The  expectations  an  agency  has  for  its  volunteers  should  be  clearly 
delineated  at  the  outset  of  the  training.   Volunteers  should  be  made  aware  of  the  rules  and 
regulations  applying  to  all  personnel,  in  addition  to  what  is  required  in  terms  of  HIV  education 
and  prevention.   Volunteers  should  be  well-supervised  for  consistent  quality  control  within  the 
agency. 

The  needs  of  volunteers  as  recipients  of  education  and  prevention  should  also  be 
considered  and  met  with  appropriate  services.   For  example,  volunteer  safety  in  street  outreach 
situations  should  be  protected  through  the  use  of  outreach  pairs  or  teams,  or  through  some 
other  mechanism  for  supervision.   The  possible  health  hazards  of  the  job  should  be  seriously 
addressed  for  volunteers  who  do  not  have  health  insurance.   Similarly,  fmancial  assistance 
should  be  considered  for  any  required  inoculation,  blood  testing,  and/or  stick  testing  (TB  test) 
of  volunteers  without  health  insurance. 

Since  the  volunteer  does  not  have  the  incentive  of  pay,  other  ties  and  loyalties  to  the 
work  and  the  agency  should  be  built  and  reinforced.   Incentives  should  be  considered  as  a 
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possibility  for  recruitment  and  retention  of  volunteers.   Prevention  events  and  services 
provided  to  the  community  at  risk  can  also  be  considered  as  possible  sites/opportunities  for 
volunteer  recruitment. 

Prevention  Messages 

Prevention  messages  should  be  concise,  relevant,  and  appropriate  to  the  target 
population(s).   It  is  important  that  messages  address  the  target  audience  member  in  her/his 
socio-cultural  context  with  recognition  of  the  whole  person  and  her/his  complex  realm  of 
interests,  needs,  and  concerns.   Prevention  messages  should  raise  awareness  that  HIV  does  not 
exist  in  a  vacuum.   Some  issues  that  can  be  productively  linked  to  HIV  in  prevention  messages 
are:  STDs,  substance  abuse,  racism,  sexism,  homophobia,  biphobia,  transphobia,  immigration, 
poverty,  homelessness,  unemployment,  youth  issues,  domestic  violence,  pregnancy  and 
contraception,  health  care,  mental  health  stressors,  survival  sex,  rape,  suicide,  and  access  to 
social  services.   Designing  prevention  messages  in  collaboration  with  members  of  the  target 
audience  is  an  effective  way  to  address  these  kinds  of  issues  with  appropriate  language  and 
sense  of  context. 

Providers  also  need  to  keep  in  mind  the  intent  of  prevention  interventions:  to  effect 
changes  in  behaviors  that  put  people  at  risk  for  HIV.   Providing  information  and  education 
is  only  the  first  step  in  HIV  prevention.   Building  skills  and  creating  social  norms  for  adopting 
healthy  behaviors  are  critical  when  focusing  on  behavior  change.  To  effectively  promote 
behavior  change,  providers  need  to  be  aware  of  and  address  the  risk  behaviors  of  their  target 
populations.   The  community  needs  assessment  can  inform  program  planners  about  where  to 
focus  these  efforts.   Approaches  used  should  be  interactive;  activities  such  as  role  plays  help 
individuals  develop  a  sense  of  self-efficacy  in  adopting  health  promoting  behaviors. 

Confidentiality 

Rules  of  confidentiality  should  be  appropriate  to  the  intervention  provided.   Different 
types  of  interventions  present  different  requirements  for  how  confidentiality  should  be  handled. 
For  instance,  in  group  settings,  participants  and  facilitators  can  set  ground  rules  that  address 
issues  for  disclosure  of  personal  information.   In  all  cases,  California  reporting  requirements 
must  be  adhered  to. 

Any  and  all  personal  information  that  is  disclosed  one-on-one  to  an  outreach  worker, 
peer  educator,  prevention  case  manager,  or  other  personnel  in  the  context  of  an  intervention  or 
an  intake  should  be  kept  strictly  confidential  by  the  program  representative.  While  the  general 
issues  that  come  up  in  the  course  of  a  counseling  session  or  outreach  interaction  can  be 
documented  and  discussed  with  supervisors  or  other  members  of  an  intervention  team,  they 
should  not  be  detailed  in  such  a  way  as  to  allow  recognition  of  the  particular  client  by  sight  or 
by  full  name  without  prior  approval  by  the  client.   Peer  educators  must  be  trained  and 
prepared  for  the  transition  from  the  usual  social  interactions  with  their  peers  to  the  bounded 
relationship  required  for  successful  and  ethical  prevention  work. 
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Maintenance  of  confidentiality  is  especially  important  in  providing  services  to 
adolescents,  who  may  require  assurances  of  confidentiality  before  agreeing  to  trust  or  receive 
assistance  from  providers.   It  is  imperative  that  program  staff  and  volunteers  know  the 
confidentiality  law  applying  to  youth  and  the  services  they  offer,  as  well  as  the  protocol  for 
handling  confidentiality  in  their  agencies.   Program  rules  and  legal  regulations  about 
confidentiality  should  be  explained  clearly  to  all  youth  seeking  or  receiving  services.   Minors 
are  entitled  to  confidentiality  with  respect  to  any  services  for  which  they  are  legally  able  to 
give  their  own  consent  (from  "A  Note  on  Confidentiality,  Asian  AIDS  Project,  San 
Francisco"). 

Feedback  and  Grievance  Procedures 

All  prevention  providers  should  formulate,  express  in  writing,  and  implement  feedback 
and  grievance  procedures.   Feedback  is  essential  to  the  continued  development  of  interventions 
and  programs,  as  well  as  monitoring  effectiveness.   It  is  important  to  encourage  continuous 
input  from  clients  and  volunteers  about  their  perceptions  of  the  sensitivity  of  the  host  agency  to 
its  target  populations.   Formal  grievance  procedures  should  also  be  made  available. 

BEHAVIOR  THEORY  AND  HIV  PREVENTION 

Introduction 

Behavior  theory  can  be  a  helpful  tool  for  HIV  prevention  program  planners.   Many 
evaluations  of  HIV  interventions  demonstrate  that  those  based  on  sound  theoretical  models  are 
the  most  effective  at  affecting  behavior  change  (Fisher  and  Fisher,  1992;  Holtgrave  et  al., 
1995;  Valdiserri,  1992).   Program  planners  and  service  providers  are  skilled  at  incorporating 
informal  theories,  based  on  their  experience  and  sensibilities,  about  what  works  to  affect 
behavior  change  with  the  populations  they  serve. 

A  number  of  formal  theories  have  proven  useful  through  experience  and  are 
summarized  in  the  literature.   Formal  behavior  theories  can  help  service  providers  understand 
the  various  components  of  behavior  and  the  steps  that  commonly  lead  to  behavior  change. 
Also,  behavior  theory  can  be  used  to  disentangle  the  complexities  behind  the  behaviors 
providers  target  in  their  prevention  program.   These  benefits  can  facilitate  determining  the 
design  and  goals  of  an  HIV  intervention.   Thus,  using  theories  can  help  improve  the  overall 
quality  of  interventions  and  conserve  limited  resources  (University  of  California,  San 
Francisco,  1995). 

While  useful,  behavior  theory  is  not  the  sole  determinant  of  a  successful  HIV 
intervention  program.   Rather,  behavior  theory  best  enhances  HIV  program  planning  when  it 
is  a  component  of  a  process  that  involves:  1)  assessing  the  risk  behaviors  and  cofactors  of  the 
targeted  population,  2)  considering  the  strengths  and  weaknesses  of  potential  HIV  interventions 
and  choosing  those  that  best  address  the  needs  of  the  targeted  population,  and  3)  working  from 
an  awareness  of  the  organizational,  community  and  cultural  context  in  which  HIV  occurs 
(McLeroy  etal.,  1993). 
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The  most  commonly  used  health  education  behavior  theories  are: 

Health  Belief  Model  (Janz  and  Becker,  1984) 

Social  Cognitive  Theory  (Bandura,  1977) 

AIDS  Risk  Reduction  Model  (Catania,  Kegeles,  and  Coates,  1990) 

Stages  of  Behavior  Change  (Prochaska  and  DiClemente,  1983) 

Theory  of  Reasoned  Action  (Ajzen  and  Fishbein,  1980) 

Empowerment  Theory  (Wallerstein  and  Bernstein,  1988) 

Social  Networks/Social  Support  (Minkler,  1985) 

Diffusion  of  Innovations  (Rogers,  1983) 

Social  Marketing  Theory  (McQueen,  1991) 

This  section  discusses  each  of  the  above  behavior  theories.  We  will  outline  each 
behavior  theory  generally,  discuss  its  application  to  HIV  prevention,  and  summarize  what  is 
known  about  its  effectiveness. 

HEALTH  BELIEF  MODEL 

Overview  and  Application  to  HTV  Intervention 

The  Health  Belief  Model  (HBM)  is  one  of  the  most  widely  accepted  theoretical  models 
of  behavior  change.  This  theory  maintains  that  three  factors  are  necessary  for  health-related 
behavior  change  to  occur: 

•  People  are  motivated  for  behavior  change  when  they  believe  they  are  susceptible  to  the 
disease  ("perceived  susceptibility")  and  that  the  disease  generally  has  serious 
consequences  ("perceived  severity"); 

•  People  must  believe  that  the  disease  poses  an  actual  threat  to  their  personal  health  and 
well-being  ("perceived  threat");  and 

•  People  must  believe  that  following  a  prescribed  set  of  behaviors  and/or  adjustments  will 
reduce  the  threat  and  that  the  benefit  will  outweigh  the  effort  of  the  adjustment 
(Rosenstock,  1988). 

Additionally,  the  model  suggests  that  a  specific  stimulus,  or  "cue  to  action,"  is  often  required 
to  trigger  the  behavior  change  process  (Petosa  and  Jackson,  1991).   Examples  of  cues  to  action 
include  media  messages,  warnings  from  medical  professionals,  the  illness  of  a  friend  or  family 
member,  and  other  health  education  interventions. 

Petosa  and  Jackson  (1991)  describe  the  HBM's  applicability  to  HIV  intervention.   They 
posit  that  safer  sex  intentions  are  influenced  by  "personal  beliefs  regarding  susceptibility  to 
AIDS,  the  health  consequences  of  AIDS,  and  the  effectiveness  of  safer  sex  practices  in 
reducing  susceptibility."  According  to  the  HBM,  people  need  to  believe  in  the  benefits  of  and 
have  the  ability  to  engage  in  safer  sex.   For  example,  a  woman  who  distrusts  condoms  and  has 
a  partner  who  objects  to  using  them  is  unlikely  to  adopt  condom  use  behaviors.  The  HBM 
calls  for  providers  to  increase  people's  perceptions  of  their  risk,  increase  their  knowledge 
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about  the  effects  of  HIV  infection,  increase  their  willingness  to  protect  themselves,  and  reduce 
barriers  to  self-protecting  behaviors. 

Effectiveness  of  the  Health  Belief  Model 

Evaluation  research  of  HIV  intervention  programs  based  on  the  HBM  generally  support 
its  usefulness  as  a  behavior  change  model.   By  using  the  HBM,  a  service  provider  can 
separately  target  the  beliefs  necessary  for  behavior  change  (e.g.,  personal  susceptibility,  self- 
efficacy,  benefits)  and  barriers  to  prevention  (Abraham  and  Sheeran,  1994).   The  HBM  can  be 
used  to  design  interventions  to  change  behavior  regardless  of  the  target  population's 
demographic  characteristics  so  long  as  the  intervention  components  are  culturally  appropriate 
(Abraham  and  Sheeran,  1994). 

Deficits  of  the  HBM  have  also  been  identified.   Its  focus  on  health  attitudes  and  beliefs 
is  useful  for  providing  focus  for  educational  efforts  but  does  not  take  into  account  other  aspects 
of  people's  lives  that  are  determinants  of  behavior  change  such  as  previous  sexual  behavior  and 
other  psychosocial  factors  (McCusker  et  al.,  1989;  Siegel  et  al.,  1992;  Abraham  et  al.,  in 
press).   Furthermore,  the  HBM  relies  heavily  on  the  presence  of  cues  to  action  (prevention 
interventions)  in  people's  environments.  This  necessitates  extensive  and  diverse  interventions 
for  targeted  communities.   Also,  since  the  HBM  works  to  change  attitudes  and  beliefs,  it  has 
limited  effectiveness  in  changing  habitual  behavior  or  addictions  which  have  more  intense 
biopsychosocial  underpinnings.   For  example,  the  HIV  risk  associated  with  addictive  IDU 
behavior  may  only  be  minimally  affected  by  programs  modeled  on  the  HBM. 

SOCIAL  COGNITIVE  THEORY 

Overview  and  Application  to  HTV  Intervention 

Bandura's  Social  Cognitive  Theory  (SCT)  —  formerly  known  as  Social  Learning 
Theory  —  emphasizes  a  reciprocal  interaction  of  behavior,  social,  and  physical  factors.   The 
SCT  maintains  that  a  change  in  any  one  of  the  three  (behavior,  social,  and  physical)  factors 
influences  the  others.   The  two  primary  forces  that  affect  change  in  these  three  factors  are 
what  Bandura  calls  "expectancies"  and  "incentives." 

The  SCT  concept  of  expectancies  is  very  similar  to  the  HBM's  focus  on  one's 
perception  of  disease  susceptibility,  threat  and  severity.   Our  expectancies  are  what  we  believe 
will  happen  in  a  given  situation  or  what  the  relationship  is  between  two  events,  based  on 
personal  experiences,  the  information  we  have,  and  other  factors  such  as  cultural  norms  and 
beliefs.   For  the  purposes  of  the  SCT,  people's  beliefs  about  the  following  three  areas 
specifically  affects  behavior  change: 

•  environmental  factors,  such  as  beliefs  about  the  general  cause-effect  relationship 
between  behavior  and  health; 

•  the  consequences  of  personal  actions,  or  the  "outcome  expectation,"  especially  in  terms 
of  how  individual  behavior  will  influence  one's  own  health;  and 
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•  personal  competence,  or  "self-efficacy,"  referring  to  one's  ability  to  perform  a  given 
behavior. 

Whereas  expectancies  are  individual  beliefs  and  internal  factors,  incentives  are  reactions  from 
the  external  world  regarding  behavior  and  behavior  change.   The  SCT  suggests  that  incentives, 
as  external  reactions  that  reinforce  healthy  behaviors,  reflect  the  community  values  behind 
health  beliefs  and  actions.   For  example,  a  community  that  positively  values  health  because  it 
promotes  longevity  and  well-being  is  more  likely  to  positively  reinforce  health-promoting  and 
health  maintenance  behaviors  (Rosenstock  et  al.,  1988). 

SCT  concepts  can  be  applied  to  HIV  prevention  intervention.  According  to  the  SCT, 
people  are  more  likely  to  engage  in  safer  sex  and/or  drug  use  behaviors  when: 

•  There  is  an  incentive  to  do  so  —  such  as  a  strong  value  on  healthy  living  without  the 
complications  of  a  chronic,  life-threatening  illness; 

•  They  believe  that  there  is  a  relationship  between  behavior  change  and  decreased  HIV 
risk  (environmental  expectancy)  —  such  as  beliefs  that  current  unsafe  sex  and/or  drug 
use  behaviors  are  threats  to  one's  health  or  some  other  valued  characteristic  (e.g., 
appearance,  mobility,  etc.); 

•  They  believe  that  by  changing  their  own  behavior  they  can  reduce  their  personal  risk 
(outcome  expectancy)  —  such  as  beliefs  that  modifications  to  current  unsafe  sex  and/or 
drug  use  behaviors  will  reduce  the  threat  that  HIV  infection  may  pose  to  them;  and 

•  They  have  the  personal  ability  to  make  the  necessary  behavior  changes  (self-efficacy) 
—  such  as  the  individual's  perception  that  they  are  personally  capable  of  adopting 
condom  and  safer  needle  use  behaviors. 

Effectiveness  of  Social  Cognitive  Theory 

Evaluation  of  many  HIV  prevention  interventions  that  employ  SCT  concepts  have 
documented  its  usefulness  as  a  model  for  program  design  (O'Leary  et  al.,  1992).   In 
particular,  perceived  self-efficacy  to  negotiate  condom  use  with  partners  has  proved  a  strong 
predictor  of  sexual  behavior  change  among  gay  men  (Emmons  et  al.,  1986;  McKusick  et  al., 
1990),  adolescents  (Hingson  et  al.,  1990)  and  college  students  (Basen-Engquist,  1994). 
Influencing  social  outcome  expectancies  to  heighten  positive  social  norms  for  safer  sex  and 
drug  use  likewise  has  been  shown  to  affect  HIV  risk-taking  behavior  (O'Leary  et  al.,  1992). 

While  useful  for  identifying  psychological  and  environmental  factors  that  may  affect 
behavior  change,  the  SCT  remains  focused  on  the  individual.   For  example,  it  does  not  suggest 
work  to  change  group  or  community  norms.  This  focus  limits  the  extent  to  which 
broad-ranging  effects  on  the  HrV  epidemic  can  occur.  Additionally,  the  complex 
biopsychosocial  components  of  addictive  and  other  profound  psychological  issues  —  known 
risk  factors  for  HIV  infection  —  are  less  easily  addressed  by  the  SCT. 
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AIDS  RISK  REDUCTION  MODEL 

Overview  and  Application  to  HTV  Intervention 

Catania  et  al.'s  (1990)  AIDS  Risk  Reduction  Model  (ARRM)  is  a  behavior  change 
model  which  has  emerged  specifically  from  HIV  prevention  work.   The  ARRM  is  a 
three-stage  model  for  understanding  behavior  change: 

•  The  first  stage,  labeling,  means  that  a  person  must  consciously  identify  a  behavior  as 
risky  before  they  will  consider  any  change; 

•  The  second  stage,  commitment,  proposes  that  people  must  commit  to  a  particular 
behavior  change  in  order  to  carry  out  that  change;  and 

•  The  third  stage,  enactment,  consists  of  taking  action  to  remove  or  reduce  any  barriers 
to  the  desired  change  and  then  actually  making  the  change. 

Although  presented  as  sequential  stages,  people  may  move  among  stages  in  any  order.   Factors 
that  may  influence  movement  among  stages  include  personal  anxieties  and  social  norms. 

For  HIV  prevention,  the  ARRM  calls  for  service  providers  to  increase  awareness 
among  members  of  the  targeted  population  about  their  risk  for  HIV  infection,  emphasize 
commitment  to  safer  sex  and/or  drug  use  behavior  change,  and  help  remove  barriers  to  the 
behavior  change  so  that  the  targeted  population  can  actually  make  the  change.   Increasing 
awareness  of  risk  implies  the  need  for  HIV  education  specific  to  targeted  groups.   Emphasizing 
commitment  requires  consistent  messages  and  support  for  safer  sex  and  drug  use  behaviors. 
HIV  prevention  service  providers  can  reduce  barriers  to  safer  sex  and  needle  use  behaviors  by 
providing  materials  (e.g.,  condoms  and  bleach  and  water)  and  working  on  negotiation  skills. 

Effectiveness  of  AIDS  Risk  Reduction  Model 

Catania  et  al.  (1994)  evaluated  the  usefulness  of  the  ARRM  as  a  model  in  a  study  that 
examined  determinants  of  condom  use  among  heterosexuals.   Generally,  they  found  evidence 
that  links  the  three  stages  of  the  ARRM  —  for  example,  labeling  behavior  as  risky  was  linked 
to  commitment  to  use  condoms  —  and  conclude  that  it  can  be  an  accurate  model  for 
understanding  the  behavior  change  process.   Additionally,  their  results  show  that  other  factors, 
such  as  personal  beliefs  and  social  norms,  are  important  determinants  of  whether  people  will 
achieve  the  goals  of  the  individual  stages  and  whether  they  will  move  from  one  stage  to  the 
next. 

STAGES  OF  BEHAVIOR  CHANGE  MODEL 

Overview  and  Application  to  HTV  Intervention 

Prochaska  and  DiClemente's  (1983)  Stages  of  Behavior  Change  Model  considers  the 
dynamic  aspects  of  human  behavior  and  suggests  that  different  people  may  be  at  different 
stages  with  respect  to  changing  any  particular  behavior.  This  differentiation  is  the  primary 
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value  of  the  model  because  service  providers  and  researchers  can  assess  where  an  individual  or 
group  is  at  in  relation  to  making  a  behavior  change  and  then  target  an  intervention  accordingly 
to  move  people  from  one  stage  to  the  next.  This  model  proposes  that  behavior  change  occurs 
according  to  a  process  of  successive  stages: 

precontemplation,  before  a  person  is  aware  of  the  negative  effects  of  a  particular 

behavior; 

contemplation,  after  a  person  has  become  aware  of  the  hazards  of  the  behavior,  but  is 

not  yet  certain  about  whether  the  necessary  change  is  worth  the  effort; 

preparation  occurs  once  a  person  has  decided  to  make  the  behavior  change  and  is 

getting  ready  to  do  so; 

taking  action  marks  the  accomplishment  of  the  behavior  change;  and 

maintenance  is  the  achievement  of  consistency  in  enacting  the  new  behavior. 

An  HIV  prevention  intervention  for  a  person  or  group  in  the  precontemplation  stage 
requires  raising  awareness  of  susceptibility  and  the  consequences  involved  with  HIV  risk 
behaviors.   HIV  prevention  at  the  contemplation  phase  includes  skills  training  (e.g.,  condom 
negotiation,  proper  needle  cleaning  procedures)  and  self-efficacy  building  to  minimize  barriers 
and  strengthen  one's  belief  in  their  capabilities.   People  preparing  for  a  behavior  change  need 
support  and  encouragement.   Given  that  relapse  is  common,  interventions  for  individuals  at  the 
action  and  maintenance  stages  focus  on  reinforcement  of  the  behavior  and  other  relapse 
prevention  methods  (Valdiserri,  1992). 

Effectiveness  Stages  of  Behavior  Change  Model 

Although  few  HIV  prevention  projects  based  on  this  model  have  been  formally 
evaluated,  preliminary  results  suggest  strong  support  for  its  effectiveness.  The  primary 
strengths  of  this  model  are  its  basis  in  an  understanding  that  behavior  change  is  dynamic,  the 
recognition  of  environmental  and  social  norm  influences  on  behavior,  and  the  acknowledgment 
of  relapse.  These  components,  as  well  as  the  individual  stages,  foster  diverse  approaches  to 
HIV  prevention  strategies  based  on  age,  gender,  race/ethnicity,  socioeconomic  status  and  other 
factors  (Valdiserri,  1992).   Such  specificity  calls  to  attention  the  importance  of  assessment 
since  the  current  attitudes  and  circumstances  of  the  individual  or  group  must  first  be  known  in 
order  to  prescribe  the  most  appropriate  intervention. 

Because  potential  target  populations  may  have  members  at  different  stages  between 
precontemplation  and  maintenance,  providers  need  to  target  only  the  members  at  a  particular 
stage,  or  simultaneously  design  a  program  that  can  work  with  these  different  stages.  This 
poses  practical  issues  for  its  application  to  HIV  prevention  work.  The  different  types  of 
interventions  that  may  be  required,  given  differences  in  the  stages  of  individuals  in  a 
community,  may  require  a  range  of  service  providers  and  service  settings.   Valdiserri  asserts 
that  collaborations  among  multiple  service  organizations  are  necessary  to  implement  this  model 
in  a  community.   He  further  states  that  because  people  must  follow  through  various  stages,  it 
may  be  difficult  for  a  single  public  health  agency  to  track  the  progression  of  diverse 
communities.   He  concludes  that  public  health  departments  may  do  well  to  assign  intervention 
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responsibilities  to  community-based  organizations  which  are  typically  geared  toward  and  thus 
better  equipped  for  serving  particular  target  groups. 

THEORY  OF  REASONED  ACTION 

Overview  and  Application  to  HTV  Intervention 

Ajzen  and  Fishbein's  (1980)  Theory  of  Reasoned  Action  (TRA)  focuses  on  the 
translation  of  beliefs  about  a  behavior  and  perceptions  regarding  threat  to  self  into  behavior 
change  (Abraham  et  al.,  1994).   While  other  behavior  theories  target  the  individual, 
components  of  the  TRA  incorporate  the  social  and  interactional  aspects  of  human  behavior. 
This  is  particularly  useful  for  intervening  with  sexual  behavior  which  is  inherently  social  in 
nature  (de  Wit  et  al.,  1994). 

The  TRA  emphasizes  attitudes,  subjective  norms,  and  intentions.   Attitudes  are 
individually  determined  and  reflect  beliefs  about  consequences  associated  with  performing  a 
behavior  and  evaluations  of  those  consequences.   Subjective  norms  are  socially  determined, 
typically  by  peers'  and  role  models'  perceptions  of  what  one  should  do  with  regard  to  a 
specific  behavior  (Jemmott  and  Jemmott,  1991).   Intentions  to  change  a  particular  behavior  are 
determined  by  one's  personal  attitude  and  the  subjective  norm  toward  that  behavior.   Behavior, 
according  to  the  TRA,  is  ultimately  a  direct  result  of  intentions. 

An  HIV  prevention  program  based  on  the  TRA  addresses  attitudes  and  subjective 
norms  in  order  to  influence  people's  intentions  to  change  their  behavior.   For  example, 
HIV-related  attitudes  that  might  be  targeted  include  beliefs  about  whether  condom  use  will 
prevent  HIV  and  whether  condom  use  with  one's  main  partner  will  be  perceived  as  an  act  of 
mistrust.   Continuing  with  this  example,  an  HIV  prevention  program  would  aim  to  change  the 
entire  group  norm  if  it  was  known  that  a  particular  community  commonly  practiced 
unprotected  sex  with  primary  partners  because  of  strong  values  linking  condom  use  to  partner 
mistrust. 

Effectiveness  of  Theory  of  Reasoned  Action 

The  TRA  has  been  shown  to  provide  an  important  link  between  health  beliefs  and 
behavior  change  actions.   Its  expansion  upon  other  theories  to  include  social  and  interactional 
aspects  of  behavior  is  an  important  strength.   Components  of  the  TRA  have  proven  important 
predictors  of  safer  sex  behaviors.   Specifically,  studies  have  shown  that  attitudes  towards 
condoms  are  predictive  of  intentions  to  use  them,  perceived  norms  are  predictors  of 
HIV-preventive  intentions  and  behaviors,  and  perceived  condom  use  norms  are  predictive  of 
adolescent's  intentions  to  use  condoms  (Abraham  et  al.,  1994).   The  TRA  focus  on  attitudes 
and  subjective  norms  suggests  HIV  interventions  on  the  community  level  to  influence 
perceptions  of  target  groups. 
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As  with  other  theories,  the  TRA  does  not  provide  a  rounded  perspective  for  behavior 
change.   Its  focus  on  attitudes  and  intentions,  while  predictive  of  some  behaviors,  does  not 
address  the  dynamic  nature  of  human  behavior  and  particularly  neglects  issues  of  relapse  and 
behavior  maintenance.   Additionally,  larger  social  and  environmental  issues  are  not  highlighted 
as  influences  on  norms  and  behaviors. 

EMPOWERMENT  THEORY 

Overview  and  Application  to  HTV  Intervention 

Empowerment  Theory  is  based  on  Paulo  Freire's  ideas  of  Popular  Education. 
According  to  Freire,  bringing  groups  of  people  together  to  discuss  problems  and  jointly 
propose  solutions  can  engender  a  sense  of  empowerment  on  the  individual,  community  and 
population  level  (Wallerstein,  1992).   Given  that  research  has  documented  the  link  between  a 
person's  lack  of  sense  of  control  over  their  own  circumstances  and  illness,  Empowerment 
Theory  employs  the  ideas  of  Popular  Education  and  seeks  to  promote  health  by  enhancing 
people's  feelings  of  power  and  sense  of  control  (Wallerstein  and  Bernstein,  1988). 

Given  that,  according  to  Empowerment  Theory,  the  community's  own  perspective  and 
desires  are  central,  an  HIV  prevention  program  designed  from  this  model  must  emerge  from 
the  community  for  which  it  is  being  developed.   Focus  groups  with  key  informants  are 
recommended  to  gather  such  information  from  the  community.  The  program  planner 
facilitates  this  process  by  assisting  community  members  to  develop  their  own  curriculum, 
providing  direction  and  awareness  regarding  HIV  prevention  as  necessary  while  remaining 
non-judgmental  and  non-dictatorial.  The  program  planners'  primary  responsibilities  to  the 
community  are  to  listen,  participate  in  dialogue  regarding  HIV  information,  and  provide 
support  for  realizing  the  community's  goals  and  objectives  (Wallerstein  and  Bernstein,  1988). 
This  may  include  tangible  assistance  such  as  providing  community  groups  with  a  meeting 
space,  access  to  clerical  support,  and  funding  for  the  projects  and  services  they  determine  are 
needed  to  realize  their  goals. 

Effectiveness  of  Empowerment  Theory 

Given  that  we  found  no  documented  interventions  based  on  Empowerment  Theory  in 
the  literature,  it  appears  that  little  is  formally  known  about  its  effectiveness.   However,  given 
its  applicability  to  increasing  self-esteem  and  providing  support,  it  can  be  extrapolated  to  have 
at  least  a  certain  degree  of  success.   As  with  theory  in  general,  though,  it  is  recommended  that 
Empowerment  Theory  be  considered  as  one  of  several  components  of  a  strong  HIV 
intervention  program. 
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SOCIAL  NETWORKS/SOCIAL  SUPPORT  THEORY 

Overview  and  Application  to  HTV  Intervention 

Social  networks  and  social  support  theories  are  based  on  the  concept  that  social  ties 
improve  health  and  well-being  (Minkler,  1985).   While  it  is  difficult  to  measure  their  effect 
precisely,  social  ties  are  known  to  serve  various  functions  that  have  been  linked  to  better 
health,  including  decreased  involvement  in  HIV  risk  behaviors  (Muhlenkamp  and  Sayles, 
1986;  Nyamathi,  1991).   These  functions  include  providing  a  sense  of  belonging,  opportunities 
for  nurturance,  reassurance  of  worth,  assistance  with  acquiring  needed  goods  or  services, 
guidance  and  advice  in  uncertain  or  adverse  circumstances,  and  access  to  new  and  diverse 
information  (Berkman,  1984). 

Social  networks  and  social  support  are  related,  though  distinct,  concepts.   Social 
networks  are  the  chains  of  social  ties  that  link  an  individual  to  others.   Social  network  theory 
proposes  that  an  individual's  and  group's  behavior  can  be  better  understood  through  examining 
the  form  and  characteristics  of  their  social  ties.   There  are  several  components  that  determine 
variability  among  social  networks  and  their  importance  to  health  outcomes: 

•  density  and  complexity,  or  the  degree  of  intimacy  and  communication  among  members 
of  a  network; 

•  size,  or  the  number  of  people  in  a  network; 

•  equality,  or  the  degree  to  which  supports  and  obligations  are  shared  among  members; 

•  geography,  or  how  close  to  each  other  network  members  live; 

•  homogeneity,  or  the  degree  of  demographic  similarity  among  network  members;  and 

•  accessibility,  or  the  ability  of  network  members  to  contact  each  other  (Berkman,  1984). 

Studies  have  shown  that  the  existence  of  a  social  network  is  not  sufficient  to  positively 
influence  health,  particularly  HIV  risk  behavior.   For  example,  the  social  networks  of  many 
injection  drug  users  are  composed  of  other  injection  drug  users  who  may  not  encourage  safe  or 
healthy  behaviors. 

In  comparison,  social  support  is  comprised  of  the  positive  emotional  and  practical 
products  that  people  derive  from  their  social  networks.   Social  support  entails  an  exchange 
between  people  that  can  either  be  unidirectional  or  mutual,  depending  on  the  needs  and 
resources  of  those  involved.   In  these  transactions,  emotional  support,  financial  or  other 
practical  assistance,  information,  and/or  advice  and  counseling  may  be  exchanged  (Berkman, 
1984). 

Application  of  social  networks  and  social  support  theories  to  HIV  prevention 
interventions  requires  the  transfer  of  support  through  caring  exchanges  so  that  an  individual's 
sense  of  belonging  and  feelings  of  worth  are  improved  (Pilisuk  and  Minkler,  1985).   Many 
current  community-based  programs  such  as  street  outreach,  case  management  and 
group/individual  counseling  to  underserved  and  at-risk  groups  already  accomplish  the  goals  of 
social  support  theory.   Providing  people  with  empathic  listening,  or  links  to  nurturing  social 
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ties,  is  an  HIV  prevention  intervention  similar  to  that  of  empowerment.   Increasing  a  person's 
sense  of  belonging  and  feeling  of  worth  through  the  provision  of  social  support  is  believed  to 
not  only  decrease  general  susceptibility  to  illness  but  also  to  augment  one's  belief  that  they  are 
capable  of  changing  behaviors  that  put  them  at  risk  for  HIV  infection  (Berkman,  1984). 

Service  providers  can  also  link  people  to  social  contacts  (e.g.,  through  peer  or  other 
HIV  education  groups)  which  may  become  new  sources  of  advice,  services  and  information  for 
them.   Given  that  peer  norms  are  powerful  behavior  motivators,  and  that  many  people  — 
particularly  marginalized  groups  —  most  readily  trust  peers  for  good  information,  peer  HIV 
education  groups  are  often  successful  HIV  prevention  interventions.   HIV  prevention  service 
providers  can  also  identify  whether  a  person's  primary  social  network  and  source  of  social 
support  positively  influences  their  HIV  risk  behavior.   If  not,  they  can  offer  long-term 
alternatives  (e.g.,  residential  drug  treatment  for  a  person  who  wishes  to  change  that  behavior 
but  is  enmeshed  in  a  network  of  substance  users)  and  provide  short-term  support  through  the 
behavior  change  process. 

Effectiveness  of  Social  Networks/Social  Support  Theory 

While  difficult  to  assess,  many  researchers  conclude  that  the  effects  of  improving  social 
networks  and  social  support  are  important  health  interventions  (Berkman,  1984;  Minkler, 
1985).  Since  social  support  is  closely  linked  to  feelings  of  worth,  the  literature  on  the 
connection  between  self-esteem  and  HIV  risk  suggests  a  positive  connection  (UCSF  AIDS 
Health  Project,  1995).   Nyamathi's  (1991)  work  with  homeless  minority  women  also  reports 
that  those  who  feel  social  support  are  less  likely  than  those  who  feel  socially  isolated  to  engage 
in  HIV  risk  behaviors.   Although  the  association  was  identified  as  being  small,  this  may  be 
due  to  the  problems  of  accurately  assessing  the  effects  of  social  support.   Furthermore,  many 
groups  at  increased  risk  for  HIV  infection  are  also  socially  marginalized  and  thus  may  be  in 
greater  need  of  socially  supportive  systems  and  programs.  This  points  to  important  current 
programs  such  as  street  outreach,  day  programs,  group/individual  counseling,  peer-led 
interventions  and  case  management. 

DIFFUSION  OF  INNOVATIONS 

Overview  and  Application  to  HTV  Intervention 

Diffusion  theory  has  been  applied  to  effect  widespread  change  for  myriad  social 
problems.   Diffusion  refers  to  the  process  through  which  any  new  idea  —  an  innovation  —  is 
communicated  to  the  members  of  a  group  or  population  (Rogers,  1983).  Thus,  the  four 
primary  components  of  Diffusion  of  Innovation  Theory  are:    1)  the  innovation,  an  idea, 
practice  or  commodity  which  the  target  group  perceives  as  new,  2)  communication  channels 
for  dispersing  the  innovation  message,  3)  the  time  or  process  required  for  the  innovation  to 
reach  group  members,  and  4)  the  presence  of  a  social  network  or  system  that  links  the 
members  of  the  target  group  (Dearing  et  al.,  1994). 
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Diffusion  theory  is  based  on  five  concepts.  Appropriate  application  of  these  concepts 
to  the  target  issue  and  population  will  greatly  influence  intervention  success.  These  concepts 
are: 

•  the  time  for  an  innovation  to  be  diffused  throughout  a  group  and  the  way  it  is  diffused 
are  affected  by  the  characteristics  of  the  social  and  communication  systems  of  the  target 
group; 

•  opinion  leaders  (individuals  who  have  gained  trust  and  respect  in  a  community)  may  be 
employed  to  communicate  new  information  and  they  are  most  effective  when  their 
specific  role  is  determined  with  the  target  audience  in  mind; 

•  the  system  for  diffusing  the  innovation  can  be  centralized  (i.e.,  transferred  from  experts 
from  the  top  down  in  a  unidirectional  flow)  or  decentralized  (i.e.,  transferred  through 
dialogue  between  source  and  target  group); 

•  the  characteristics  of  the  person  or  medium  communicating  the  innovation  (the  "change 
agent"  will  influence  the  success  of  the  diffusion);  and 

•  the  innovation  must  be  compatible  with  the  existing  values,  experiences  and  needs  of 
the  target  group's  social  system  (Dearing  et  al.,  1994). 

HIV  infection  has  greatly  affected  particular  unique  population  groups,  such  as  the  gay 
community  and  injection  drug  users.   Diffusion  theory  can  inform  effective  interventions  for 
these  groups  if  the  core  concepts  are  appropriately  adapted  (Dearing  et  al.,  1994).   Since 
communication  among  members  of  marginalized  groups  tends  to  be  frequent  and  characterized 
by  high  levels  of  trust,  diffusion  of  information  is  typically  rapid  and  pervasive.   Therefore, 
opinion  leaders  may  not  be  as  effective  as  peer  dialogue  for  disseminating  information  to 
unique  population  groups.   This  also  suggests  that  a  decentralized,  dialectic  approach  should  be 
used  for  diffusing  information  among  these  groups.  The  change  agent  within  this 
decentralized  approach  ought  to  be  indigenous  to  the  group.   For  example,  "the  change  agent 
working  with  intravenous  drug  users  should  have  been  a  drug  user"  (Dearing  et  al.,  1994). 
Lastly,  the  extent  to  which  innovative  behavior  change  interventions  are  compatible  with  the 
values,  experiences  and  needs  of  special  populations  is  particularly  important.  This 
emphasizes  the  necessity  of  culturally  sensitive  and  appropriate  intervention  design. 

Effectiveness  of  Diffusion  of  Innovations 

HIV  interventions  based  on  diffusion  theory  are  most  likely  to  be  successful  if  the 
special  considerations  mentioned  above  are  applied.    However,  the  nature  of  behaviors  related 
to  HIV  infection  present  special  problems  for  the  successful  application  of  diffusion  theory. 
Rogers  (1983)  explains  that  the  probability  of  target  group  members  adopting  the  new  idea  or 
behavior  depends  on  certain  characteristics  of  the  innovation.   Given  that  HIV  prevention 
interventions  require  addressing  taboo  topics  such  as  sexual  and  substance  use  behaviors, 
communication  channels  may  be  restricted  and  other  barriers  to  dispersing  prevention  messages 
are  presented.   Additionally,  diffusion  theorists  explain  that  the  preventive  nature  of  HIV- 
related  innovations  makes  it  more  difficult  to  successfully  accomplish  behavior  change. 
Preventive  innovations  are  generally  less  likely  to  be  accepted  because  people  may  deny  they 
are  at  risk,  disbelieve  that  the  proposed  behavior  change  (condom  or  clean  needle  use)  will 
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actually  protect  them,  or  feel  that  the  cost  of  changing  their  behavior  is  greater  than  the  benefit 
of  avoiding  possible  infection  (Dearing  et  al.,  1994). 

SOCIAL  MARKETING  THEORY 

Social  marketing  as  a  behavior  theory  applies  the  concepts  of  traditional  marketing  to 
the  "sale"  or  promotion  of  healthy  behaviors  (i.e.,  the  product)  to  the  target  group  (i.e.,  the 
consumer).   As  with  the  sale  of  merchandise,  the  components  of  social  marketing  include  a 
market  plan,  a  carefully  designed  message,  employment  of  mass  media,  consensus  building, 
and  appropriate  packaging  (Coates  and  Greenblatt,  1990).  A  complete  overview,  application 
to  HIV  intervention,  and  description  of  effectiveness  for  social  marketing  is  provided  in  the 
Strategies  section  of  this  chapter. 

Conclusion 

In  summary,  research  shows  that  HIV  intervention  programs,  particularly  educational 
and  skills  building  programs,  are  strongest  when  firmly  grounded  in  behavior  theory.   This 
finding  is  especially  important  for  community-based  organizations  designing  programs  that 
intervene  on  the  individual  and  community  level.   Programs  that  combine  theory  with  an 
understanding  of  the  context  and  complex  factors  of  the  issue  and  consider  the  known 
effectiveness  of  previous  work  are  likely  to  be  the  most  conceptually  firm  and  thus 
behaviorally  successful.   This  underscores  the  need  for  sound  evaluation  of  HIV  interventions. 

No  single  theory  can  be  expected  to  encompass  the  complexity  of  human  behavior  as  it 
occurs  in  natural  settings.  A  well-designed  program  will  start  with  the  characteristics  of  the 
problem  it  seeks  to  address  and  those  of  the  target  population  or  intervention.   Behavior  theory 
is  intended  to  provide  a  backbone  for  programs;  programs  should  not  be  designed  to  support  or 
test  behavior  theories.   Modification  of  theories  to  meet  the  needs  of  particular  issues  or 
populations  is  recommended. 

GUIDELINES  FOR  STRATEGIES  AND  INTERVENTIONS 

The  guidelines  specific  to  each  strategy  and  intervention  contain  brief  definitions, 
standards  for  service  provision,  expected  outcomes,  effectiveness  data,  and  suggested  uses. 

Definition  and  Description 

The  definitions  for  strategies  and  interventions  strive  to  create  a  common  language  for 
HIV  prevention  in  San  Francisco.   The  Council  acknowledges  the  fluidity  of  these  definitions, 
as  some  programs  may  combine  two  or  more  strategies  and  interventions.  The  Council 
encourages  and  applauds  creativity  in  program  design. 
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Standards  for  Service  Provision 

The  standards  for  service  provision,  listed  as  "requirements"  and  "recommendations," 
are  general  guidelines  developed  to  ensure  the  quality  of  service  delivery  for  each  strategy  and 
intervention.   Standards  outlined  as  requirements  are  those  that  the  Council  has  identified  as 
essential  components  of  a  program  using  that  strategy  or  intervention.   A  program  using  a 
particular  intervention  needs  to  address  each  of  the  requirements  listed  and  explain  any  reasons 
for  diverging  from  them.   The  recommendations  are  additional  standards  that,  while  not 
required,  are  important  considerations  for  program  design  and  service  delivery. 

Expected  Outcomes 

The  expected  outcomes  are  general  outcomes  the  Council  feels  are  reasonable  and 
measurable  for  a  particular  strategy  or  intervention.   These  outcomes  can  guide  the  evaluation 
of  a  program  using  that  strategy  or  intervention. 

Effectiveness 

This  section  reports  on  the  available  research  on  outcome  effectiveness  and  cost- 
effectiveness  of  each  strategy  and  intervention.   In  most  cases,  a  large  part  of  this  information 
was  taken  directly  from  the  State  of  California  HIV  Prevention  Plan  (1994)  and  the  City  of 
San  Francisco  HIV  Prevention  Plan  (1994).   Additional  material  was  added  to  update  and 
supplement  these  findings.   Information  on  the  effectiveness  of  hotlines  came  entirely  from  the 
State  Plan.   The  effectiveness  sections  for  media  and  venue  based  group  outreach  contain  only 
new  information  not  in  the  State  Plan. 

Suggested  Uses 

This  section  summarizes  the  issues  to  consider  when  choosing  interventions  and 
strategies  for  a  particular  type  of  target  population.   An  intervention  may  be  adapted  to  better 
serve  a  targeted  group,  but  the  suggested  uses  information  should  be  taken  into  account  when 
making  those  adaptations.   The  "Advantages/Strengths"  point  out  individuals  and  groups  for 
whom  the  strategy  or  intervention  would  be  particularly  suitable.   Under  "Considerations," 
various  characteristics  that  could  result  in  limited  usefulness  of  a  strategy  or  intervention  are 
listed. 
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STRATEGIES 

A  strategy  is  an  approach  to  prevention  that  can  be  applied  across  a  range  of 
interventions.   As  stated  previously,  they  are  discussed  separately  from  the  interventions  in  this 
chapter. 

PEER  EDUCATION 

Definition  and  Description 

Peer  education  involves  providing  services  by  individuals  who  are  recruited  from  a 
targeted  population.  These  individuals  are  trained  in  HIV /AIDS  (epidemiology,  prevention, 
resources,  etc.),  peer  counseling,  outreach,  and  the  issues  of  population  groups  which  are 
difficult  to  reach  with  HIV  information  alone.  The  peer  model  can  draw  on  established  social 
networks  to  disseminate  information.   Peer  education  can  be  used  in  individual,  group,  and 
community-level  interventions. 

The  importance  of  peers  as  educators  is  based  in  diffusion  of  innovation  theory. 
Diffusion  theory  suggests  that  information  and  learning  flows  through  natural  social  networks; 
people  are  more  likely  to  adopt  new  behaviors  if  they  are  introduced  by  someone  who  is 
similar  to  them  and  is  perceived  to  be  a  role  model  (Coates  and  Greenblatt,  1990;  Dorfman  et 
al.,  1992).   Peer  educators  may  be  similar  to  the  target  population  by  behavior,  culture,  race, 
age,  ethnicity,  gender,  or  other  factors  salient  to  the  target  population. 

Since  peer  norms  appear  to  be  important  influences  on  adolescent  behavior,  peer 
education  can  assist  in  changing  the  perception  of  norms  with  respect  to  HIV  and  risk 
behaviors  (DiClemente,  1993).   Research  has  shown  that  successful  adolescent  peer  educators 
"evaluate  AIDS  information  for  authenticity,  reconstruct  it  for  themselves  and  their  peers,  and 
use  their  own  personal  or  vicarious  experiences  as  filters  through  which  they  interpret  and  pass 
along  information  and  advice"  (University  of  California,  Office  of  Health  Affairs,  1994). 

Participants  in  all  five  focus  groups  sponsored  in  conjunction  with  the  1994  California 
State  prevention  planning  process  emphasized  the  importance  of  receiving  information  from 
peers.   Peer  education  plays  an  important  role  in  helping  people  perceive  their  own  personal 
HlV-related  risks.   Perception  of  personal  risk  is  an  important  factor  in  ultimately  changing 
personal  risk  behavior. 

Standards  of  Service  Provision 

Required 

•  Safety  and  support  structures  are  built  into  program  design. 

•  A  contract  detailing  responsibilities  and  compensation  of  peer  leader/educator  is 
established  between  agency  and  peer  educator. 

•  Agency  provides  adequate  training,  counseling,  and  supervision  for  peer  educators. 
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•  Agency  provides  adequate  wages  for  paid  employee  peer  educators. 

•  Agency  recognizes  that  peer  leaders/educators  face  the  same  issues  that  clients  face. 
The  difference  between  a  peer  leader/educator  and  a  client  is  that  the  former  has  a 
responsibility  to  the  agency.   Protocols  regarding  the  status  of  peer  leaders/educators  in 
their  agencies  must  be  observed. 

Recommended 

•  Agency  provides  an  incentive  for  peer  leaders/educators.1 

•  Agency  develops  a  mechanism  to  incorporate  feedback  and  experiences  of  the  peer  into 
program  development. 

•  Agency  creates  mechanisms  to  insure  diversity  among  peer  educators. 

•  Agency  includes  mechanisms  to  increase  sensitivity  of  the  staff  to  the  issues  of  their 
peer  educators  (through  in-services,  community  panels,  etc.). 

Standards  for  Service  Provision  —  Peer  Education  Interaction 

Required 

•  Peers  leaders/educators  conducting  interventions  are  truly  perceived  as  peers  by  the 
target  population.   Peer  leaders/educators  perceived  as  both  credible  and  of  the  target 
group  are  most  likely  to  motivate  behavior  change,  know  how  to  eroticize  safer  sex, 
and  be  able  to  talk  appropriately  about  sensitive  issues. 

•  Peer  interventions  not  only  give  information  but  also  address  behavioral  change. 

•  Confidentiality  is  insured  by  peer  leaders/educators  conducting  interventions. 

Expected  Outcomes 

For  the  target population(s) 

•  Destigmatization  of  HIV  and  related  issues; 

•  Development  of  health-promoting  attitudes,  such  as  the  realistic  perception  of  personal 
risk  for  HIV; 

•  Referral  to  appropriate  services/agencies; 

•  Increased  awareness  of  HIV-related  events,  groups,  and  resources; 

•  Increased  HIV  knowledge  and  debunking  of  misinformation;  and 

•  Intent  to  change  or  maintain  behavior  to  prevent  HIV  transmission  or  reinfection  (e.g., 
safer  sex  or  needle  use)  and/or  actual  behavior  change. 


1  The  incentive  may  not  necessarily  be  material,  but  may  be  considered  in  terms  of  other  benefits  to  the 
peer  educator/leader  (such  as  the  satisfaction  of  contributing  to  healthy  community  norms,  or  the  pleasure  of 
networking  and  meeting  others  who  share  the  same  concerns  and  objectives). 
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For  peer  educators  (training  and  maintaining  peers  can  constitute  its  own  intervention) 

In-depth  knowledge  of  HIV  transmission  and  prevention; 

Development  of  community  advocacy  and  self-advocacy  skills; 

Intent  to  change  or  maintain  safe  behavior  to  prevent  HIV  transmission  or  reinfection 

(e.g.,  safer  sex  or  needle  use); 

Recognition  of  own  risk  as  well  as  community  risk; 

Sophistication  of  knowledge  and  tools  required  to  teach  and  model  for  others  in  the 

target  population; 

In-depth  knowledge  of  appropriate  resources  and  services;  and 

Referral  capability. 

For  the  program 

•  Development  of  health  education  materials  and  interventions  that  are  culturally  and 
language  appropriate  to  the  target  population; 

•  Increased  recognition  of  the  peer  education  and  agency  as  a  resource  for  and  part  of  the 
target  community; 

•  Cultivation  of  the  community's  trust  in  the  agency  and  the  peer  educator;  and 

•  Recruitment  of  peer  educators  and  small  group  participants  from  among  the  target 
population(s). 

Effectiveness 

Outcome  Effectiveness 

Peer-directed  interventions  may  be  useful  in  providing  a  credible  and  positive  role 
model  for  education  recipients,  and  in  creating  a  network  of  support  to  encourage  self- 
protective  behaviors  (DiClemente  and  Hamilton- Houston,  1989).   Peer  educators  may  be 
effective  in  teaching  gay  men,  who  may  have  become  quite  skilled  in  condom  use,  to 
incorporate  new  skills,  such  as  learning  how  to  initiate  frank  discussion  about  HIV  status,  or 
reducing  the  number  of  sexual  partners  with  whom  anal  intercourse  occurs  (McKusick,  Hoff, 
Stall,  and  Coates,  1992). 

Peer  educators  can  positively  effect  group  norms,  and  peer  educators  are  better  able  to 
talk  frankly  about  sensitive  issues  around  sex  and  drug  use.   Eroticizing  condom  use  and 
emphasizing  the  erotic  appeal  of  safer  sex  are  critical  components  of  interventions  designed  to 
change  sexual  behavior  (Catania  et  al.,  1991).   Peer  educators  may  be  better  equipped  to 
understand  what  a  particular  group  may  or  may  not  find  erotic.    "Helpful  support  from  more 
formal  sources  (e.g.,  physicians,  psychologists,  etc.)  was  not  associated  with  changes  in 
condom  use."  (Catania  et  al.,  1991). 
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Current  research  indicates  that  HIV  prevention  delivered  by  peers  may  be  viewed  as 
more  credible  and  sensitive  than  interventions  delivered  by  local,  state,  or  federal  health 
officials  (Centers  for  Disease  Control  and  Prevention,  1993).   A  number  of  studies 
demonstrated  the  effectiveness  of  peer  based  interventions  with  different  populations. 

A  study  of  African  American  youth  in  San  Francisco  indicates  that  participants  in  a 
peer-led  skills  training  regard  peer  education  as  useful  and  important  (University  of  California, 
Office  of  Health  Affairs,  1994).  In  addition,  a  small  pre-  and  post-survey  of  out-of-school 
youth  who  participated  in  group  peer  education  indicated  increased  level  of  knowledge  and 
intention  to  use  condoms.  This  group  indicated  that  they  were  more  likely  to  ask  questions 
about  sex  to  peer  educators  than  adults  (Lem,  Sumaraga  and  Packer,  1994). 

An  assessment  of  the  HIV  prevention  needs  of  gay  and  bisexual  men  of  color  found 
that  programs  that  were  the  most  effective  for  HIV  prevention  among  gay  men  of  color  are 
those  run  by  and  for  gay  men  of  color  (U.S.  Conference  of  Mayors,  1993).   An  evaluation  of 
a  program  that  trained  popular  people  in  gay  bars  to  serve  as  informal  peer  educators  showed  a 
reduction  in  high-risk  behavior.   The  results  support  the  utility  of  norm-changing  approaches 
to  reducing  HIV  risk  behavior,  accomplished  through  the  use  of  peer  educators  (Kelly  et  al., 
1992). 

The  peer  model  also  is  used  in  other  areas  of  health  promotion.   In  their  review  of 
peer-led  programs  aimed  at  preventing  the  onset  of  smoking,  Klepp  et  al.  (1986)  report  that  it 
is  an  effective  approach  overall.   However,  not  all  of  the  studies  examined  showed  superior 
results  for  peer-  versus  teacher-led  interventions.   The  authors  suggest  that  differences  in 
outcomes  could  be  due  to  program  differences  such  as  lack  of  appropriate  training  and  other 
organizational  variations. 

The  peer  education  model  was  evaluated  for  its  outcome  effectiveness  in  delivering 
alcohol  education  in  Australia,  Chile,  Norway  and  Swaziland  (Perry  and  Grant,  1988). 
Researchers  compared  outcomes  from  a  peer-led  intervention,  a  teacher-led  education  program 
and  a  control  group  receiving  no  intervention.   The  study  found  that  students  receiving  the 
peer-led  intervention  had  significantly  lower  alcohol  use  scores  than  students  in  the  teacher-led 
program.   In  addition,  there  were  no  significant  differences  between  the  teacher-led  and  the 
control  conditions.   The  peer-led  and  teacher-led  interventions  did  not  show  significant 
differences  in  knowledge  gained  (Perry  and  Grant,  1988).  These  results  suggest  the 
effectiveness  of  peer  education  for  behavior  change  in  particular. 

A  more  recent  look  at  the  effects  of  peer  leaders  in  smoking  prevention  (Telch  et  al., 
1990),  found  that  seventh  grade  students  who  viewed  a  video  tape  and  then  engaged  in  a  peer- 
led  "social  resistance  training"  were  much  less  likely  to  experiment  with  or  start  smoking  than 
students  who  saw  the  video  only.   Differences  in  alcohol  and  drug  use  were  also  found, 
although  not  as  significant. 
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Suggested  Uses 
Advantages/Strengths 

•  Peer  education  as  a  strategy  is  generally  applicable  to  all  populations,  with  a  few 
exceptions. 

•  Peer  education  is  especially  suited  for  populations  who  do  not  initially  perceive 
themselves  to  be  at  risk. 

Considerations 

•  A  peer  approach  may  not  appeal  as  much  to  members  of  small/close  communities 
where  information  travels  fast  and  stigma  may  still  be  attached  to  HIV  concerns.   Some 
groups  may  prefer  to  receive  HIV  prevention  services  from  people  they  view  as  outside 
of  their  immediate  community,  so  that  they  can  talk  more  freely  and  not  fear  leakage  of 
information. 

•  Peer  education  may  not  be  appropriate  for  individuals  desiring  anonymity; 
confidentiality  should  be  emphasized  in  this  case. 

NATURAL  OPINION  LEADERS 

Definition  and  Description 

Natural  opinion  leaders  are  key  people  who  are  recognized  as  influential  and 
charismatic  members  of  a  community  or  communities.  These  individuals  are  seen  as  models 
whose  opinions  and  behaviors  are  likely  to  influence  the  opinions  and  behaviors  of  a  target 
population.   An  opinion  leader  a  member  of  the  community  who  is  particularly  popular  or 
respected  by  other  members  of  the  community.   An  opinion  leader  may  be  viewed  as 
representing  her/his  community  in  the  entertainment  field,  sports,  government  or  politics, 
academia,  business,  popular  culture,  community  work,  and  so  forth. 

Standards  for  Service  Provision 

Required 

•  Natural  opinion  leaders  are  identified  and  determined  by  the  target  population. 

•  Natural  opinion  leaders  participating  in  education  and  prevention  efforts  are  trained  in 
basic  HIV/AIDS/STD  knowledge,  as  well  as  informed  about  existing  resources, 
services,  and  approaches  for  HIV/AIDS  education  and  prevention. 
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Expected  Outcomes 

•  Acceptance  by  members  of  the  target  audience  that  HIV/AIDS  issues  are  relevant  to 
their  community(ies)  and  their  personal  lives  (development  of  realistic  perceptions  of 
risk); 

•  Increase  in  receptiveness  toward  AIDS/HIV-related  information; 

•  Destigmatization  of  HIV/ AIDS  issues,  and  loosening  of  stereotypes  of  people  affected 
by  the  epidemic; 

•  Some  increased  knowledge  and/or  debunking  of  misinformation;  and 

•  Increased  motivation  to  participate  in  HIV  prevention  activities. 

Effectiveness 

Outcome  Effectiveness 

In  a  review  of  NIMH  sponsored  research  on  prevention  interventions  (Office  on  AIDS 
et  al.,  undated  manuscript),  the  authors  cite  several  studies  demonstrating  effectiveness  of  the 
"social  diffusion  model"  to  change  behavioral  norms  through  natural  opinion  leaders  as 
relayers  of  peer  messages.   Kelly  et  al.,  (1991)  found  that  "interventions  that  employ  peer 
leaders  to  endorse  change  may  produce  or  accelerate  population  behavior  changes  to  lessen  the 
risk  for  HIV  infection."   Gay  men  who  were  identified  as  popular  opinion  leaders  were  trained 
to  educate  friends  and  acquaintances  about  HIV  prevention.  The  study  found  that  the  percent 
of  men  engaging  in  unprotected  anal  intercourse  declined,  a  16%  increase  in  condom  use  was 
reported,  and  there  was  a  decrease  in  the  proportion  of  men  with  multiple  sex  partners.   In 
comparison  cities  there  was  little  or  no  change  in  sexual  behaviors. 

There  is  substantial  evidence  that  after  specific  announcements  of  personal  HIV  status 
by  public  figures  such  as  Rock  Hudson  or  Magic  Johnson,  hotlines  and  informational  outlets 
become  deluged  with  questions  from  concerned  individuals,  usually  relating  to  their  own  HIV 
risk  behaviors.   Certain  celebrities  clearly  have  a  powerful  ability  to  draw  attention  to  an  issue 
such  as  HIV,  and  to  prompt  people  to  consider  their  own  personal  levels  of  HIV  risk. 

As  a  strategy  for  preventing  HIV  infections,  however,  the  usefulness  of  high  profile 
natural  opinion  leaders,  such  as  Magic  Johnson,  may  be  limited.   Natural  opinion  leaders,  due 
to  their  widespread  visibility,  can  be  instrumental  in  increasing  awareness  and  knowledge  of 
HIV/AIDS  and  related  prevention  services,  but  not  necessarily  effect  behavior  change. 

Cost-effectiven  ess 

In  a  summary  of  analyses  of  cost-effectiveness,  James  Kahn,  MD,  MPH,  (1995)  cites 
several  studies  including  one  (Kahn  and  Haynes-Sanstad,  manuscript)  that  found  that  training 
leaders  in  the  gay  community  in  Biloxi,  MS  was  a  cost-effective  approach  to  averting  new  HIV 
infections. 
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Suggested  Uses 
Advantages/Strengths 

•  Use  of  natural  opinion  leaders  as  a  strategy  is  appropriate  for  people  who  feel  some 
group  identification  and  who  recognize  community  leaders. 

•  This  approach  may  be  especially  suitable  for  groups  such  as  youth,  who  value  sports 
stars,  movie  stars,  and  other  media  heroes. 

•  Using  natural  opinion  leaders  may  be  especially  useful  in  targeting  people  with 
perceptions  of  low  risk  either  personally  or  for  the  community  as  a  whole. 

•  This  strategy  can  be  powerful  for  groups  in  which  social  stigma  is  heavily  attached  to 
homosexuality  or  injection  drug  use. 

Considerations 

•  Delivering  prevention  messages  via  natural  opinion  leaders  may  not  be  appropriate  for 
individuals  or  groups  that  lack  community  identification,  as  the  strategy  relies  on  the 
relationship  between  the  chosen  opinion  leader  and  the  group  targeted. 

SOCIAL  MARKETING 

Definition  and  Description 

Social  marketing  is  the  concept  of  using  traditional  marketing  tools  used  to  sell 
consumer  products,  to  "sell"  healthy  behaviors  to  target  audiences.  The  goal  is  to  promote 
behavior  which  is  socially  desirable  and  that  contains  clearly  defined  value  for  the  individual 
(and  community),  such  as  smoking  cessation,  HIV  prevention,  or  childhood  immunization.   A 
particular  behavior  (such  as  condom  use)  is  made  socially  desirable  by  linking  it  to  something 
that  is  valued  by  the  targeted  community  (such  as  family  values  or  erotic  sex). 

Social  marketing  involves  the  production  of  a  message  disseminated  through  a  mode 
that  is  appropriate  and  effective  for  the  target  population.   It  includes  development  of  a 
marketing  plan,  design  of  a  message,  use  of  mass  media,  consensus  building,  and  packaging 
(Coates  and  Greenblatt,  1990).   Social  marketing  is  successful  when  it  involves  active 
participation  of  both  the  providers  and  the  recipients  of  information  and/or  services  at  each 
stage  of  the  process.   In  this  way,  the  target  group  will  recognize  the  benefit(s)  of  the  program 
and  can  adopt  (or  buy)  the  changes  advocated.   Social  marketing  in  its  ideal  form  requires 
thorough  program  planning  and  integration.   In  addition,  market  research,  testing,  and 
evaluation  are  critical  components  to  effective  social  marketing. 
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Standards  of  Service  Provision 

Required 

Formative  evaluation  or  assessment  of  the  characteristics  of  the  target  population  is 

necessary  for  effective  and  culturally  and  linguistically  appropriate  social  marketing 

strategies. 

Formative  evaluation  identifies  the  salience  of  the  issues,  the  stage  of  behavior  change, 

the  social  norms,  and  appropriate  message  channels  for  the  target  population. 

To  attempt  to  change  behavior,  social  marketing  campaigns  demonstrate  the  desired 

behavior  in  a  real-life  context. 

Campaigns  promote  the  idea  that  adoption  of  this  behavior  will  result  in  lower  HIV 

risk. 

Messages  are  field  tested  with  the  target  population  before  implementation. 

Campaigns  or  interventions  are  composed  of  clear,  concise  messages,  reach  the  target 

population  with  adequate  frequency,  and  are  presented  long  term  to  establish 

maintenance  of  attitude  or  behavior  change. 

Social  marketing  strategies  link  the  target  population  to  available  resources  and  enact 

community  building. 

Effective  social  marketing  campaigns  have  input  from  members  of  the  affected  target 

population. 

Content  and  form  of  campaigns  affirm  health  promoting  social  norms  of  the  target 

population. 

Expected  Outcomes 

Increased  awareness  of  risk  for  HIV; 

Increased  knowledge  of  risk  factors  for  HIV; 

Increased  knowledge  of  HIV  and  HIV  prevention; 

Increased  knowledge  of  resources  and  referrals; 

Change  in  attitudes  toward  issue  of  HIV/AIDS; 

Increased  motivation  to  participate  in  HIV  prevention  activities;  and 

Behavior  change  only  with  supportive  program  components. 

Increased  public  support  for  desired  behavior  change. 

Effectiveness 

Outcome  Effectiveness 

While  there  are  few  studies  evaluating  the  effects  of  social  marketing  as  an  HIV 
prevention  strategy,  this  educational  approach  has  been  widely  regarded  as  being  instrumental 
in  helping  to  change  community  norms  regarding  safe  sex  among  gay  men  in  San  Francisco  in 
the  1980s.    "Media  programs,  effectively  designed  and  executed,  can  change  behavior 
significantly.   The  evaluations  of  the  Swiss  and  French  media  campaigns  have  taught  us  that." 
(Coates  and  Stryker,  1994). 
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Research  exists  that  evaluates  social  marketing  as  an  approach  to  promote  other  health 
behaviors.   Rabin  and  Porter  (1995)  discuss  two  prevention  programs  aimed  at  smoking 
cessation  and  cardio-vascular  health  which  employed  social  marketing  tactics  and  tools.  This 
strategy  was  found  to  lead  to  improvements  in  these  areas.   It  was  noted  that  while  this  was  the 
most  effective  way  to  reach  a  large  group  of  hard-to-reach  people,  a  campaign  needs  to  be 
augmented  with  personal  and  community  contacts  as  a  follow-up.   The  support  of  additional 
partners  in  the  community  in  also  critical. 

Foerster  et  al.  (1995)  studied  the  effects  of  the  California  Department  of  Health 
Services'  "5  a  Day  —  for  Better  Health!"  campaign  to  increase  fruit  and  vegetable 
consumption  statewide.   Evaluation  data  indicated  that  the  campaign  appeared  to  raise  public 
awareness.  While  there  was  increased  consumption  of  fruits  and  vegetables  in  some  segments 
of  the  population,  the  authors  note  that  lack  of  an  experimental  design  limits  the  degree  to 
which  changes  in  diet  can  be  attributed  to  the  campaign.  They  discuss  how  long-term  and 
intensive  efforts  are  critical  to  effecting  behavior  change  in  populations,  as  time  is  needed  to 
move  through  the  behavior  change  continuum. 

Similarly,  the  Stanford  Five-City  Project,  a  community-wide  education  campaign  to 
reduce  cardiovascular  disease  risk  factors,  used  social  marketing  methods  as  well  as 
community  organization  principles  in  its  five-year,  multi-intervention  approach.   Small,  but 
significant,  reductions  were  noted  in  various  risk  factors  for  the  overall  population.   Although 
many  limitations  to  the  study  existed,  the  authors  concluded  that  "such  low-cost  programs  can 
have  an  impact  on  risk  factors  in  broad  population  groups"  (Farquhar  et  al.,  1990). 

Suggested  Uses 

Advantages/ Strengths 

•  The  social  marketing  strategy  can  be  effective  with  those  who  need  new  information  to 
change  behavior. 

•  The  social  marketing  strategy  can  be  effective  with  those  who  want  to  change  their 
behavior  but  have  not.   Social  marketing  can  motivate  people  to  take  action. 

•  Social  marketing  can  be  accessible  to  those  who  are  difficult  to  reach  through 
traditional  prevention  channels. 

Considerations 

•  Social  marketing  may  not  be  appropriate  for  those  engaging  in  highest  risk  behavior. 

•  Social  marketing  techniques  may  be  unsuccessful  with  those  who  are  isolated  and  do 
not  see  themselves  in  relation  to  the  campaign. 


Strategies  and  Interventions  Chapter  29  January  1996 


COMMUNITY  ORGANIZING 

Definition  and  Description 

Community  mobilization  and  organizing  involves  community-wide  efforts  which  bring 
together  members  of  the  targeted  community  to  address  the  issue  of  HIV  and/or  other  related 
issues  (drug  use,  homophobia,  racism,  etc.).   Methods  used  to  bring  members  of  the 
community  together  vary  according  to  the  needs  and  characteristics  of  the  target  population. 
The  theoretical  underpinning  of  community  organizing  for  health  behavior  change  is  based  in 
several  theories  including  Social  Learning  Theory,  the  Health  Belief  Model,  Attitude  Change 
Theory,  Diffusion  Theory  (Coates  and  Greenblatt,  1990),  and  Empowerment  Theory 
(Minkler,  1985).   Community  organizing  involves  defining  a  community  by  understanding 
how  the  target  population  defines  its  community.  This  could  be  geographical,  cultural, 
gender-related,  environmental,  behavior,  issue-related,  and  many  other  ways.   Community 
organizing  can  address  the  population  characteristics  that  create  obstacles  to  HIV  risk  reduction 
and  creates  networks  which  can  be  utilized  for  conducting  other  interventions,  and  provides  a 
means  for  creating  health  promoting  social  norms. 

Standards  for  Service  Provision 

Required 

•  Problem  is  defined  by  the  community,  as  is  the  solution  and  course  of  action. 

•  Agency  facilitates  the  process  and  secures  resources  to  promote  community 
involvement. 

•  Agency  must  be  able  to  address  multiple  needs  of  communities  or  demonstrate  linkages 
with  other  agencies  that  can  address  those  issues. 

•  Confidentiality  is  a  central  part  of  community  organizing  as  people  may  come  together 
about  issues  that  are  private  to  them. 

Expected  Outcomes 

Development  and  strengthening  of  social  norms  for  HIV  prevention; 

Increase  in  channels  by  which  people  can  communicate  and  promote  HIV  prevention 

norms  to  each  other; 

Development  of  realistic  perceptions  of  risk; 

Increase  in  skills  for  self  advocacy; 

Identification  of  barriers  (psychosocial,  psychocultural,  political,  economic)  to  HIV 

prevention  in  the  community; 

Decreased  sense  of  isolation; 

Increased  community  participation  around  issues  affecting  the  community; 

Increased  sense  of  personal  control; 
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•  Increased  sense  of  supported  identity; 

•  Community  will  be  organized  around  issues  of  HIV  (drug  use,  racism,  homophobia); 
and 

•  Strengthened  social  networks. 

Effectiveness 

Outcome  Effectiveness 

A  number  of  studies  have  preliminarily  indicated  that  community  organization,  by 
involving  the  entire  community  in  its  efforts  and  by  addressing  the  root  causes  of  HIV-related 
risk  behavior,  can  potentially  have  a  dramatic  effect  on  community  norms,  and  can  effect  a 
reduction  in  risky  behavior.  An  exploratory  study  in  San  Francisco  of  Latinos  and  of  non- 
Latino  whites,  for  example,  found  that  community  and  family  members  "revealed  a  high 
willingness  to  provide  AIDS  prevention  advice  to  drug-using  friends  and  family  members" 
(Marin  et  al.,  1992).   Such  an  approach  may  be  particularly  effective  among  Latinos  since 
there  is  a  high  degree  of  importance  placed  on  the  family.  The  literature  also  indicates  that 
effective  community-specific  HIV/AIDS  prevention  strategies  should  originate  from 
community  members  themselves,  as  a  way  to  assure  both  accessibility  and  applicability. 

The  inter-community  environments  in  which  community  mobilization  messages  are 
presented  must  vary  to  reach  as  many  at-risk  individuals  as  possible.   In  the  case  of  community 
organizing  to  reach  young  people  engaged  in  high-risk  behavior,  an  effective  mobilization 
model  can  be  visualized  as  three  interlocking  circles,  involving,  in  the  case  of  adolescents, 
home,  school,  and  the  community.   Health  education  projects  have  been  most  successful  in  this 
model  when  parents  have  been  involved  as  an  integral  component  (Marin  et  al.,  1992). 

Other  research  demonstrates  the  effectiveness  of  community  mobilization.  A 
community-level  approach  developed  and  implemented  by  peers  of  the  target  population  was 
effective  in  decreasing  unprotected  anal  intercourse  relative  to  those  in  a  control  community 
(Kegeles  et  al.,  1993).   Effective  organizing  of  the  gay  and  bisexual  community  in  San 
Francisco  in  the  mid-  to  late  1980s  contributed  to  the  dramatic  decrease  in  unprotected  anal 
intercourse  that  decreased  HIV  transmission  during  that  period  (Coates  and  Greenblatt,  1990). 

Similarly,  the  Stanford  Five-City  Project,  a  community-wide  education  campaign  to 
reduce  cardiovascular  disease  risk  factors,  used  community  organization  principles  as  well  as 
social  marketing  methods  in  its  five-year,  multi-intervention  approach,  and  small,  but 
significant,  reductions  were  noted  in  various  risk  factors  for  the  overall  population  (Farquhar 
etal.,  1990). 

Cost-Effectiven  ess 

In  his  summary  review  of  studies  on  cost-effectiveness  of  HIV  prevention,  James  Kahn, 
MD,  MPH  (1995)  cites  an  analysis  of  a  community  level  peer  mobilization  effort  among 
young  gay  men  in  western  U.S.  cities  (Kegeles,  Kahn  and  Hays,  draft).  The  cost  per  HIV 
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infection  averted  was  reported  to  be  $1 1,500,  a  figure  much  lower  than  the  medical  costs 
associated  with  treating  a  case  of  HIV/AIDS. 

Suggested  Uses 

Advantages/Strengths 

•  Organizing  is  most  likely  to  be  successful  in  communities  that  have  a  strong 
identification.   This  could  be  geographical,  psychosocial,  psychocultural,  political, 
economic,  or  other  ways  that  would  bring  a  group  of  people  together. 

•  This  strategy  is  also  suitable  for  isolated  populations,  whose  members  need  connection, 
although  this  is  challenging. 

•  Community  organizing  is  particularly  appropriate  for  groups  with  multiple  issues. 

Considerations 

•  Populations  that  fear  lack  of  confidentiality  may  refuse  to  come  together,  such  as  small 
populations  where  privacy  is  an  issue. 

•  Community  mobilization  could  be  difficult  with  populations  where  organizing  resulting 
in  identification  of  its  members  could  endanger  the  community,  such  as  undocumented 
immigrants  or  commercial  sex  workers. 

INTERVENTIONS 

Interventions  are  divided  into  three  categories:  one-on-one,  small  group,  and 
community  level  interventions.   Within  each  of  these  categories,  separate  interventions  are 
described. 

ONE-ON-ONE  INTERVENTIONS 

One-on-one  interventions  are  those  in  which  a  single  provider  interacts  with  an 
individual  client.   The  individual  receives  a  focused,  client-centered  intervention. 

VENUE-BASED  (STREET  AND  COMMUNITY)  INDIVIDUAL  OUTREACH 

Definition  and  Description 

Venue-based  individual  outreach  is  a  one-on-one  interaction,  preferably  with  a  pair  of 
outreach  workers  covering  the  same  venue,  that  may  include  the  distribution  of  appropriate 
prevention  materials,  assessment  of  a  client's  needs,  provision  of  health  education  and  risk 
reduction  information  and  referrals,  and  dialogue  about  a  client's  issues  regarding  HIV.   The 
success  of  a  venue-based  outreach  program  is  critically  dependent  on  the  skills  of  its  outreach 
workers.   Outreach  is  most  effective  when  it  is  consistent,  continuous,  and  performed  by 
someone  indigenous  to  the  community  targeted.   As  outreach  can  also  be  a  community-level 
intervention,  it  is  listed  separately  in  the  community-level  section  of  this  document. 
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Street  and  community-based  outreach  programs  are  widely  used  to  reach  large  groups 
of  people.   Outreach  workers  provide  services  to  persons  in  their  natural  settings,  and  serve  as 
links  between  programs  and  communities.   In  San  Francisco,  trained  community  health 
outreach  workers  (CHOWs)  conduct  direct  AIDS  education,  including  distribution  of 
condoms,  bleach,  and  educational  materials,  with  community  members  (Watters,  unpublished 
manuscript). 

Research  data,  focus  group  participants,  key  informants  and  providers  all  emphasize 
that  outreach  services  must  be  appropriate  to  the  target  population  and  its  norms.   Clients 
should  be  able  to  identify  with  outreach  workers.   For  example,  research  shows  using  outreach 
workers  from  the  community  contributes  to  the  positive  impact  of  outreach  programs  targeting 
IDUs  (Coates  and  Stryker,  1994). 

Venue-based  outreach  can  be  done  in  a  variety  of  locations:  the  street,  homes,  raves, 
schools,  churches,  temples,  synagogues,  mosques,  hospitals,  sport  leagues,  gyms,  the  general 
assistance  (GA)  office,  single  room  occupancies  (SROs),  halfway  houses,  public  housing, 
laundromats,  crack  houses,  fairs  and  other  community  events,  massage  parlors,  porn  theaters, 
community  centers,  gambling  parlors,  businesses  (such  as  Tower  Records),  and  so  forth. 
Venue-based  outreach  can  be  structured  as  a  one-time  intervention  or  can  be  part  of  a  long- 
term  relationship  established  by  the  CHOW  with  a  client  or  community. 

Standards  for  Service  Provision 

Required 

•  Venue-based  outreach  takes  place  in  a  natural  or  community  setting  at  appropriate  times 
of  the  day/night,  week,  and  year. 

•  Appropriate  training  is  essential  to  provide  CHOWs  with  necessary  skills  and 
knowledge  to  successfully  implement  program.  Training  addresses  safety  issues  (of 
CHOW  and  client),  referrals  (ensuring  that  the  "whole  person"  is  addressed),  and 
policies  about  field  notes  (especially  their  confidentiality  and  the  importance  of 
anonymity  of  the  client). 

•  Outreach  workers  are  given  training  in  the  principles  of  prevention  case  management 
(see  next  section),  which  can  be  taken  to  the  streets  or  other  venues  (mobile). 

•  Outreach  workers  establish  themselves  and  the  agencies  they  represent  as  resources  for 
the  community  regarding  HIV,  STDs,  substance  use,  and  support  for  other  issues  (such 
as  poverty,  racism,  homophobia,  sexism,  discrimination  based  on  gender  identity, 
etc.). 

•  The  interaction  supports  the  client's  current  prevention  needs,  whether  these  are  for  no 
interaction,  prevention  materials  only,  basic  information,  referrals  to  or  on-the-spot 
case  management,  or  counseling  on  test  results. 

•  Information  available  to  clients  should  deal  not  only  with  HrV/AIDS  but  with  injection 
drug  use,  other  substance  use,  hormone  injection,  and/or  any  other  health  issues  that 
may  be  related  to  client  risk. 
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Latex  barrier  and  bleach  distribution  and  demonstration  is  an  integral  part  of  street  and 

venue-based  individual  outreach  and  is  continuous  to  reach  the  constant  influx  of 

people. 

Outreach  workers  need  to  provide  documentation  and  data  collection  appropriate  to  the 

venue.2 

Follow-ups  are  completed  with  clients  whenever  possible. 

Outreach  service  providers  say  consistency  in  outreach  workers  is  important  to  the 

success  of  outreach  programs.   High  turnover  among  outreach  workers  is  a  problem 

because  rapport  between  the  worker  and  the  community  is  vital  to  the  success  of 

outreach  programs. 

Outreach  providers  also  indicate  that  to  be  more  effective  over  time,  outreach  contacts 

must  be  repeated  regularly  or  include  follow-up  support. 


Recommended 

•  Outreach  can  use  media,  video,  and  other  interactive  technology. 

•  Outreach  can  sometimes  be  suitable  as  a  one-step  process,  but  is  generally  more 
valuable  as  the  first  of  multiple  contacts. 

•  Outreach  can  be  done  as  part  of  street-based  prevention  case  management. 

•  When  appropriate,  outreach  should  a)  address  continued  risk  behaviors  in  the  face  of 
HIV  knowledge,  b)  follow  up  on  materials  distribution,  c)  include  referrals,  and/or  d) 
be  conducted  as  prevention  case  management  for  chronic  high  risk  behaviors. 

Expected  Outcomes 

For  the  program 

•  Venue/institutional  participation  and  support  —  the  development  of  a  cooperative 
relationship  with  schools,  businesses,  bars,  etc.; 

•  Establishment  of  CHOWs  and  agency  as  a  resource  for  and  part  of  the  community  — 
cultivation  of  trust;  and 

•  Recruitment  of  peer  educators  and  participants  for  small  groups,  along  with  general 
dissemination  of  information  about  HIV-related  events  and  resources. 


2  Data  collection  for  outreach  and  for  peer  education  is  necessarily  indirect  and  general,  rather  than  an  overt, 
survey-style  data  collection.   Field  notes  are  often  brief,  anonymous  (do  not  unmistakably  identify  client), 
confidential,  and  journal-like  in  style.  Clipboards  are  generally  a  barrier  to  communication,  especially  for  recent 
immigrants  and  sex  workers.   However,  they  have  worked  in  the  past  with  gay  men,  some  sex  workers,  and  some 
transgendered  people  on  a  limited  basis,  and  when  a  particular  CHOW  has  established  a  long-term  relationship  with  a 
particular  community. 
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For  the  target  population(s) 

•  Destigmatization  of  HIV  and  related  issues; 

•  Development  of  health-promoting  attitudes,  such  as  the  realistic  perception  of  personal 
risk  for  HIV; 

•  Increased  HIV  knowledge  and  debunking  of  misinformation; 

•  Intent  to  change  or  maintain  behavior  to  prevent  HIV  transmission  or  reinfection  (e.g., 
safer  sex  or  needle  use)  —  this  can  be  assessed  partly  by  what  clients  take  and  what 
they  decline  of  the  materials  offered  them,  how  they  listen,  questions  they  ask,  etc.; 
and 

•  Referral  to  appropriate  services/agencies. 

Effectiveness 

Outcome  Effectiveness 

Several  studies  discuss  the  effectiveness  of  outreach  programs  and  of  the  core  elements 
that  influence  that  effectiveness.   Researchers  state  that  the  most  critical  factor  to  effectiveness 
is  the  outreach  staff  themselves.   Staff  field  workers,  as  much  as  pamphlets,  condoms,  and 
bleach  handed  out,  need  to  be  considered  as  intervention  strategies  in  themselves.   For  an 
outreach  program  to  be  effective,  the  staff  delivering  the  intervention  needs  to  be  respected, 
trusted,  credible,  open,  and  friendly,  dedicated,  and  non-threatening  or  judgmental.   Once 
such  trust  is  established,  however,  the  results  can  be  impressive.   In  one  study  of  554  IDUs  in 
San  Francisco,  almost  one  quarter  (24%)  reported  learning  about  bleach  use  from  a  community 
health  outreach  worker  (Watters  et  al.,  1990). 

In  an  analysis  of  outreach  prevention  activities  in  three  U.S.  cities,  Birkel  et  al.  (1993) 
found  that  "the  presence  of  indigenous  outreach  workers  in  the  neighborhoods  of  these  three 
cities  created  significant  reductions  in  both  needle  and  sex  risk  behavior. .  .The  intervention 
appeared  to  be  least  effective  in  lowering  sex  risk,  particularly  among  females,  and  among 
subjects  25  years  and  younger. . . " 

"A  combination  of  the  following  reasons  may  be  linked  to  the  lesser  reduction  of 
sexual  risk  that  occurred  and  the  continued  high  rates  of  unsafe  sexual  practices  among 
females....  1)  desire  to  have  children;  2)  IDUs  surveyed  were  almost  entirely  Hispanic- 
Catholic,  and  religious  beliefs  and  values  that  were  anti-birth  control  may  undermine  the  use 
of  contraceptives;  3)  culturally  based  values  regarding  male  sexual  behavior;  4)  many  females 
feel  powerless  to  protect  themselves  through  insistence  on  safe  sexual  practices..."  (Birkel  et 
al.,  1993). 
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Research  and  other  data  show  street  outreach  is  successful  in  communicating  prevention 
messages  to  many  populations  and  is  associated  with  behavior  changes,  especially  when  it 
involves  peer  leaders,  targets  particular  communities,  and  reaches  them  near  the  location  of 
risky  behavior  (Givertz  and  Katz,  1993;  Watters  et  al.,  1990).   It  is  notable  that  street  and 
community-based  outreach  services  are  the  only  intervention  proven  in  published  research  to 
be  somewhat  successful  with  youths,  one  of  the  most  difficult  groups  to  reach  with  prevention 
messages  (Givertz  and  Katz,  1993).   Additional  research  has  shown  that  staff  who  were  from 
the  targeted  community  and  population  were  more  likely  to  gain  access  to  sex  workers  and 
became  role  models  for  behavior  change  (Dorfman  et  al.,  1992).   Building  trust  with  members 
of  the  target  population  has  been  found  to  be  an  important  factor  for  continued  participation  of 
the  target  population  (Dorfman  et  al.,  1992). 

Earhardt  et  al.'s  (1995  draft)  review  of  interventions  for  at-risk  women  discussed 
increased  condom  use  among  female  sex  partners  of  IDUs  living  in  housing  projects  who  were 
the  target  of  outreach  efforts.  However,  methodological  difficulties  in  assessing  the  impact  of 
community  interventions  are  an  important  consideration  in  evaluating  effectiveness.  A  review 
of  HIV  prevention  interventions  by  Choi  and  Coates  (1994)  found  only  three  studies  reporting 
on  the  effectiveness  of  community  outreach  to  commercial  sex  workers,  all  outside  the  U.S.; 
all  showed  increased  condom  use.  In  addition,  the  authors  found  two  studies  looking  at  street 
outreach  to  out-of  treatment  IDU  that  found  the  intervention  to  be  effective  in  reducing  needle 
sharing  and  to  a  lesser  extent  increasing  condom  use. 

Suggested  Uses 

Advantages/Strengths 

•  Outreach  is  especially  appropriate  for  populations  with  the  following  characteristics: 

•  low  perception  of  personal  risk  for  HIV; 

•  lack  of  access  to  health  and  social  services;  and 

•  in  need  of  basic  information. 

•  This  intervention  can  also  serve  as  an  opportunity  to  recruit  clients  targeted  for  other 
prevention  activities. 

•  The  Center  for  AIDS  Prevention  Studies  (CAPS)  at  UCSF  lists  community  outreach  as 
an  effective  approach  leading  to  changed  behaviors  among  IDUs  (Wiebel  et  al.,  1993; 
Bortolottietal.,  1992). 

Considerations 

•  Outreach  may  not  be  suitable  for  individuals  with  serious  mental  health  stressors. 

•  The  intervention  is  not  as  appropriate  for  populations  that  are  well-informed  but 
continue  to  show  high  rates  of  infection. 

•  Outreach  may  not  be  appropriate  or  allowed  in  certain  venues;  the  needs  assessment 
can  help  to  determine  the  feasibility  of  outreach. 

•  The  intervention  may  lose  its  impact  if  it  is  over-concentrated  in  a  venue.   After 
saturating  a  venue  over  a  period  of  time,  the  intervention  needs  to  adapt  to  prevent 
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desensitization.  This  can  be  accomplished  either  through  a  less  aggressive  outreach 
presence  or  through  a  creative  change  in  how  the  intervention  is  performed. 

•  Outreach  cannot  always  meet  clients'  needs  for  services  because  of  a  lack  of  available 
referral  resources. 

PREVENTION  CASE  MANAGEMENT  (PCM)3 

Definition  and  Description 

HIV  prevention  case  management  concentrates  on  providing  prevention  education  and 
counseling.   It  also  functions  to  identify,  coordinate,  and/or  deliver  appropriate  and  culturally- 
specific  primary  and  secondary  HIV  prevention  services.  While  regular  case  management 
requires  a  more  exclusive  focus  on  direction  to  services  and  practical  assistance,  prevention 
case  management  allows  the  opportunity  to  provide  more  emotional  and  psychological  support. 
HIV  prevention  case  management  provides  intensive,  individualized  support  to  assist  persons 
to  remain  seronegative  or  reduce  the  risk  for  re-infection  with  HIV  and  other  infectious 
diseases.   The  issues  with  which  a  prevention  case  manager  works  are  those  that  put  the  client 
at  risk  for  HIV  infection,  reinfection,  or  infection  of  others.  The  prevention  case  manager 
identifies  any  personal  or  environmental  factors  in  the  client's  risk,  and  then  intervenes  to 
reduce  those  factors,  connecting  the  client  to  services  in  the  process.   However,  the  prevention 
case  manager  continues  the  relationship  with  the  client  beyond  the  referral  stage,  dealing  with 
mental  health  concerns  such  as  self-esteem  and  other  issues  that  keep  the  individual  at  high  risk 
for  transmission  of  the  virus.   Ideally,  PCM  builds  client  self-efficacy  skills  and  assists  the 
client  in  making  a  plan  for  risk  reduction  in  adversity. 

Standards  for  Counselor  Training  and  Service  Provision 

Required 

•  Training  includes  the  peer  support  model  of  listening,  being  non-judgmental,  and 
showing  empathy. 

•  Training  incorporates  the  principles  of  case  management,  including  client  charting,  and 
orientation  to  existing  services  that  can  assist  the  prevention  case  manager  in  reducing 
external  risk  factors  and  co-factors. 

•  Primary  training  and  ongoing  support  (including  clinical  supervision  for  specific  issues 
such  as  suicide,  domestic  violence,  rejection,  substance  abuse,  rape,  and  self-esteem) 
are  provided  and  made  as  available  to  peer  case  managers  as  they  are  to  staff. 


3  Prevention  Case  Management  is  a  relatively  new  intervention  and  little  has  been  written  about  it.  Much 
of  the  information  in  this  section  comes  from  correspondence  and  conversations  between  two  staff  of  the  - 
Asian  AIDS  Project  and  HPPC  and  of  the  National  Task  Force  on  AIDS  Prevention,  agencies  which  conduct 
PCM. 
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Prevention  messages  address  the  complete  needs  of  the  individual.   PCM  programs 
have  very  strong  coordination  with  auxiliary  services  (i.e.  social  services,  housing, 
legal  services,  general  assistance,  substance  use  treatment  services,  job  development, 
vocational  training,  mental  health  programs,  domestic  violence  shelters/services,  family 
planning,  child  protective  services,  primary  health  care,  continuing  education,  English 
as  a  Second  Language  programs,  immigration  services,  services  for  transgendered 
persons,  and  youth  services  to  secure  appropriate  and  quality  care  and  treatment). 
Prevention  case  managers  have  the  ability  to  refer  a  client  to  another  case  manager  for 
greater  service  linkage. 

PCM  programs  conduct  regular  case  file  evaluations,  as  well  as  implement  anonymous 
client  evaluation  surveys  to  review  PCM  effectiveness. 

Qualifications  of  a  prevention  case  manager  include  familiarity  with  existing  services, 
knowledge  of  emotional  and  practical  support  methods,  skills  in  risk  assessment,  and  a 
cultural  fit  (though  not  necessarily  in  all  respects)  with  the  targeted  population. 
PCM  is  flexible  regarding  HIV  status,  so  that  it  may  provide  continuity  and  referrals 
for  clients  who  become  seropositive. 

PCM  services  are  provided  at  flexible  times  and  locations  outside  clinical  settings  as 
appropriate  to  the  target  population. 

Recommended 

•  The  agency  incorporates  stress  reduction  into  the  work  environment. 

•  The  program  allows  for  ongoing  identification  of  additional  specialized  training  needs, 
and  should  be  able  to  fill  in  the  gaps  as  necessary. 

•  A  prevention  case  manager  teams  up  with  a  program  outreach  worker(s)  to  establish 
recognition,  credibility,  continuity  of  services,  and  trust  for  the  prevention  case 
manager  in  the  target  community. 

Expected  Outcomes 

•  Increased  HIV  knowledge  and  debunking  of  misinformation; 

•  Intent  to  change  or  maintain  behavior  to  prevent  HIV  transmission  or  reinfection  (e.g., 
safer  sex  or  needle  use); 

•  Increased  support  to  client  for  safer  sex  and  responsible  decision-making; 

•  Contribution  to  the  development  of  community  norms  favoring  safer  sexual  and  drug- 
related  practices;  and 

•  Linkage  and  access  to  much-needed  services  that  improve  the  quality  of  life. 
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Effectiveness 

Outcome  Effectiveness 

Because  prevention  case  management  is  a  relatively  new  concept  in  HIV  prevention, 
there  are  no  formal  evaluations  to  which  to  refer.  There  are,  however,  many  reasons  to 
believe  that  it  can  act  as  an  effective  strategy.   Extensive  evidence  has  supported  the  efficacy 
of  comprehensive  and  intensive  prevention  programs.   Prevention  case  management  is  able  to 
assist  an  individual  to  address  all  of  the  potential  risk  factors  that  can  lead  to  unsafe  behavior. 
In  addition,  personal  efficacy  is  one  of  the  strongest  predictors  of  low  sexual  risk-taking  (Stall, 
Coates,  and  Hoff,  1988).   Personal  efficacy  can  be  built  through  prevention  case  management. 

Choi  and  Coates  (1994)  commented  on  the  effectiveness  of  one-on-one  interventions,  in 
general.    "Individual  interventions  change  behavior,  but  are  probably  not  equal  to  the  task  of 
risk  reduction  for  populations  with  high  prevalence  of  HIV  infection.  . . .  Those  at  highest  risk 
may  not  avail  themselves  of  the  counseling." 

Cost-effectiveness 

While  data  on  PCM  specifically  was  not  available,  James  Kahn,  MD,  MPH  (1995) 
reports  on  several  cost  effectiveness  studies.   He  cites  one  study  (Kahn,  Washington, 
Showstack  et  al.,  1992)  that  found  extended  counseling  for  IDUs  in  East  Coast  cities  to  be  cost 
effective  in  that  the  cost  per  HIV  infection  averted  was  estimated  to  be  between  $3,500  and 
$4,000.  This  cost  is  substantially  less  than  the  estimates  of  the  cost  of  medical  care  for 
someone  with  HIV/AIDS. 

Suggested  Uses 

Advantages/Strengths 

PCM  can  help  to  meet  the  needs  of  people  seeking  some  stability /regularity  in  their 

lives. 

PCM  can  meet  the  needs  of  people  on  the  street,  if  the  intervention  is  street-oriented 

and  designed  for  mobility. 

PCM  can  especially  impact  people  who  are  reaching  an  action  stage  in  dealing  with 

health  concerns. 

PCM  can  be  suitable  for  individuals  visiting  a  health  center/hospital,  where  clients  can 

be  drawn  in  from  other  departments. 

PCM  can  be  suitable  for  individuals  targeted  for  outreach  if  providers  are  able  to  gain 

trust  in  the  community  by  doing  their  own  outreach/recruitment. 
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Considerations 

•  PCM  may  not  be  appropriate  for  people  with  low  perception  of  their  risk  for  HIV; 
these  people  are  less  likely  to  seek  linkage  to  services  (for  housing,  financial  assistance, 
etc.)  from  an  HIV/AIDS-identified  organization. 

•  PCM  may  not  be  suitable  for  individuals  who  are  not  able  to  keep  appointments. 

•  Prevention  case  managers  have  often  had  difficulty  forging  a  relationship  with  the 
community  they  intend  to  serve 

•  PCM  may  be  more  effective  when  it  functions  as  a  piece  of  a  comprehensive  service 
system,  than  when  it  tries  to  provide  a  comprehensive  set  of  services  itself. 

COUNSELING,  TESTING,  REFERRAL,  AND  PARTNER  NOTIFICATION  (CTRPN) 

Definition  and  Description  —  General  CTRPN 

Counseling  and  testing  provides  a  personalized,  client-centered  encounter  in  which  an 
individual  can  learn  her/his  serostatus  as  well  as  obtain  tools  to  assess  her/his  own  risk. 
Counseling  can  also  help  clients  develop  personal  methods  for  behavior  change  that  decrease 
risk  for  HIV  and  helps  in  maintaining  a  low  risk  status.   Clients  can  also  receive  referrals  and 
information  relevant  to  their  needs  as  well  as  assistance  in  notifying  partners. 

Prevention  providers  report  that  counseling  and  testing  services  can  motivate 
individuals  to  recognize  their  risk,  ask  questions  about  safer  sex  in  a  safe  environment,  and 
formulate  personal  risk  reduction  plans.   Counseling  and  testing  programs  also  allow 
prevention  providers  to  identify  new  target  populations.  Providers  note  that  demand  for  testing 
is  large. 

All  CTRPN  programs  must  adhere  to  the  standards  outlined  in  the  following  two 
documents: 

•  Center  for  Disease  Control,  HIV  Counseling  Testing  and  Referral,  Standards 
and  Guidelines 

•  San  Francisco  Department  of  Public  Health,  AIDS  Office,  HIV  Prevention 
Services,  HIV  Counseling  Testing  and  Referral  and  Partner  Notification,  Unit 
of  Service  Documentation,  Policies  and  Guidelines 

CTRPN  consists  of  several  components,  each  of  which  is  described  separately.   The 
Standards  for  Service  Provision  are  listed  after  the  descriptions  of  each  component,  followed 
by  expected  outcomes. 
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Standards  for  Service  Provision  —  General  CTRPN 
Required 

•  Staff/volunteers  must  be  certified  to  provide  counseling  and  testing  and  outreach  for 
CTRPN  services. 

•  CTRPN  activities  must  be  client-centered  and  focus  on  the  needs  of  the  individual. 

•  Staff /volunteers  should  be  trained  in  issues  relevant  to  adolescents. 

•  Secretary /clerk  of  organization  should  be  trained  so  that  all  staff  have  knowledge  of 
counseling  and  testing  and  access  to  testing  issues. 

•  Counseling  and  testing  should  be  a  bridge  to  care  as  appropriate  —  should  fit  into  the 
continuum  of  care  from  prevention  to  health  services. 

•  Should  acknowledge  substance  use,  housing  issues,  joblessness,  etc.  as  possible  barriers 
to  HrV  prevention;  and  should  provide  linkages  to  services  for  housing,  substance 
treatment,  jobs,  etc. 

•  Counselors  should  be  able  to  demonstrate  that  they  understand  how  the  target 
population  is  affected  by  other  (non-HIV-specific)  issues,  and  should  address  those 
issues  to  some  degree,  whether  by  referrals  or  otherwise. 

Recommended 

•  Program  counselors  experience  counseling  and  testing  for  themselves. 

•  Programs  educate  people  outside  of  HIV  services  about  counseling  and  testing  (parks 
and  recreation,  pregnancy  prevention  service  personnel). 

•  Health  care  professionals  are  given  some  training  in  client-centered  counseling. 

Definition  and  Description  —  Risk  Assessment 

Risk  assessment  counseling  consists  of  a  (usually  one-on-one)  meeting  of  the  client  with 
a  trained  counselor.   It  includes  the  assessment  of  person's  risk  for  referral  purposes,  but  also 
for  the  purpose  of  determining  appropriateness  of  testing.   Information  is  provided  to  the  client 
based  on  individual  needs.   Counseling  and  testing  services  can  be  either  anonymous,  where 
the  client  never  gives  a  name,  nor  address  to  be  filed;  or  confidential,  where  the  client  is 
guaranteed  that  identity  and  locating  information  will  never  become  accessible  to  anyone 
outside  of  the  immediate  clinic  or  testing  site. 

Standards  for  Service  Provision  —  Risk  Assessment 

Required 

•  Counselors  take  the  following  steps  in  each  session: 

•  Build  rapport  and  trust  to  the  extent  possible; 

•  Understand  motivation  of  person  to  be  tested; 

•  Understand  coping  strategies  to  deal  with  results; 

•  Assess  client's  support  network  when  waiting  for  results; 

Strategies  and  Interventions  Chapter  41  January  1996 


Clarify  meaning  of  test  -  confirm  that  client  understands  the  difference  between 
positive  and  negative  results; 

Give  support  for  risk  reduction  —  provide  health  education  and  promotion; 
Explain  the  window  period  during  which  testing  cannot  provide  reliable  results. 

Counselors  assess  client's  perceived  risk  for  HIV: 

Assess  need  for  second  risk  assessment  counseling  session  before  test  (based  on 

client's  coping  skills,  age,  etc.). 

Make  sure  that  clients  understand  that  a  positive  test  result  doesn't  mean  they 

are  going  to  die  —  educate  about  good  quality  of  life,  treatment  for  prevention 

of  certain  problems. 

Make  referrals  according  to  what  a  client  needs  and  the  type  of  care  preferred 

(holistic,  western,  etc.). 

Give  enough  information  for  clients  to  make  their  best  choices,  and  understand 

the  client  may  still  have  issues  of  distrust. 

Make  known  the  counselor's  availability  for  ongoing  counseling  and  support. 

Counselor  negotiates  small  behavior  change  commitment  while  client  is  waiting  for 
esults. 


Expected  Outcomes  —  Risk  Assessment 


Increased  knowledge  of  personal  risk; 

Increased  skills  for  behavior  change  or  maintenance; 

Commitment  for  small  behavior  change; 

Knowledge  of  the  individual  appropriateness  and  limitations  of  the  test; 

Preparation  for  results;  and 

Knowledge  of  testing  procedures  at  site. 


Definition  and  Description  —  Result  Disclosure  Session 

Disclosure  sessions  focus  on  giving  clients  their  HIV  test  result,  but  also  include 
provision  of  risk  reduction  counseling  and  referrals,  and  assistance  with  obtaining  medical  or 
other  care.   The  primary  purposes  of  post-test  counseling  are  reinforcing  a  realistic  perception 
of  risk,  helping  those  with  a  negative  result  initiate  and  sustain  behavior  change,  arranging 
access  to  necessary  medical,  prevention,  and  case  management  services  for  people  with 
positive  test  results;  and  supporting  HIV  positive  clients  in  referring  sexual  or  needle  sharing 
partners  for  testing. 
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Standards  for  Service  Provision  —  Result  Disclosure  Session 
Required 

•  Counselors  use  the  opportunity  to  review  appropriate  risk  reduction  techniques  for 
individuals  with  negative  results. 

•  Intervention  includes  an  assessment  of  where  the  client  is  in  the  process  of  reducing  the 
risk  of  HIV  transmission. 

•  Counselors  leave  client  with  a  phone  number  to  call  with  more  questions. 

•  All  agencies  providing  CTRPN  are  part  of  a  continuum  of  services  to  insure 
streamlining  of  referrals  for  further  care. 

Recommended 

•  Prevention  case  managers  are  available  on  site. 
Expected  outcomes  —  Result  Disclosure  Session 

•  Client  will  know  result  of  HIV  test. 

•  Clients  with  positive  results  will  leave  with  at  least  one  referral  for  medical, 
preventive,  and/or  psychosocial  services. 

•  Clients  with  negative  results  will  develop  a  relevant  risk  reduction  plan. 

•  Clients  with  negative  results  will  know  where  to  go  for  relevant  services. 

Definition  and  Description  —  Referrals 

Referrals  provide  individuals  with  resources  appropriate  to  their  particular  needs  at  that 
time. 

Standards  for  Service  Provision  —  Referrals 

Required 

Training  of  counselors  includes:   site  visits  to  referral  agencies;  familiarity  with  staff, 

service  system,  and  intake  protocol  of  referral  agencies. 

Counselor  insures  that  the  referral  is  current,  accurate,  user-friendly,  and  sensitive  to 

the  needs  of  that  particular  person. 

The  need  for  referrals  is  assessed  during  pre-test  counseling. 

Counselor  insures  that  clients  with  positive  results,  as  well  as  those  with  negative 

results  who  are  at  high  risk,  receive  clear  referrals. 

Counselors  apprise  clients  of  the  advantages/disadvantages  of  referral  sites. 

All  referrals  are  sensitive  to  issues  of  age,  race/ethnicity,  gender,  sexual  orientation, 

etc. 

•  The  special  needs  of  youth  are  considered.  While  a  youth's  own  consent  is  sufficient  to 
gain  services  for  a)  pregnancy,  b)  contagious  diseases,  c)  rape/sexual  assault,  d) 
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drug/alcohol  problems,  e)  mental  health  problems,  f)  AIDS/HIV  (with  an  age  limit  of 
12  or  older  for  b,  d,  e,  and  f  and  none  for  a  and  c).   There  is  still  a  question  as  to 
whether  service  providers  will  be  comfortable  serving  them  and  will  be  aware  of  their 
particular  issues.   Such  issues  may  include  developmental  issues,  child  sexual  and/or 
physical  abuse,  neglect,  abandonment,  living  without  families,  or  having  dysfunctional 
family  and  social  lives. 

Recommended 

•  Counselors  offer  one  or  two  referrals  at  a  time,  rather  than  overwhelming  client  by 
distributing  a  large  packet  of  materials. 

•  Counselor  calls  to  make  the  first  appointment  for  a  referral,  and  subsequently  follows 
up  on  the  referral. 

•  Counselor  provides  a  copy  of  risk  assessment  to  client. 

Expected  Outcomes  —  Referrals 

•  Client  will  access  additional  services. 

•  Client  will  experience  a  reduction  in  anxiety.   This  is  an  enabling  action  for  the  client, 
which  helps  her/him  to  regain  control  of  her/his  life. 

Effectiveness  of  HTV  Antibody  Counseling  and  Testing 

Outcome  Effectiveness 

The  effectiveness  of  HIV  counseling  and  testing  on  behavior  change  has  been  examined 
for  several  populations,  mainly  to  inform  the  debate  about  the  value  of  public  and  privately- 
supported  wide-scale  testing  programs.   Higgins  et  al.  (1991)  compiled  and  compared  a  group 
of  studies  examining  the  impact  of  counseling  and  testing  of  various  population  groups.  Her 
findings  support  the  assertion  that  while  HIV  counseling  and  testing  programs  are  important, 
they  should  not  necessarily  be  the  center  of  HIV  prevention  efforts  (e.g.,  Coates  and  Stryker, 
1991). 

Most  of  the  studies  cited  in  Higgins'  report  do  not  examine  the  effect  of  counseling  but 
rather  examine  the  effect  of  HIV  testing  or  knowledge  of  serostatus.   Many  of  the  studies 
make  no  reference  to  whether  the  individuals  received  any  counseling  or  if  they  did  to  what 
extent.   A  more  thorough  examination  of  the  studies  cited  reveal  that  even  those  studies  that 
did  provide  counseling  vary  from  viewing  a  video  to  a  didactic  lecture  format  to  extensive 
counseling.   When  studies  are  viewed  in  this  context,  it  appears  that  when  HIV  counseling  and 
testing  affects  behavior  change  it  is  because  it  is  provided  in  a  manner  consistent  with  the 
recommendations  provided  by  the  Centers  for  Disease  Control  on  "appropriate"  counseling. 
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In  a  more  recent  review  of  the  literature  on  prevention  programs,  Choi  and  Coates 
(1994)  come  to  conclusions  similar  to  those  of  Higgins.  They  posit,  "HIV  counseling  and 
testing  have  a  place  in  HIV  risk  reduction,  but  are  not  sufficient  for  HIV  reduction.   HIV 
counseling  and  testing  do  have  impact  on  certain  behaviors  in  certain  populations.   For 
example,  HIV  counseling  and  testing  is  associated  with  lowering  sexual  risk  behavior  among 
homosexual  men  and  injecting  drug  use  among  IDU.   HIV  counseling  and  testing  with  couples 
is  associated  with  reductions  in  transmission  among  serodiscordant  couples.   However,  HIV 
counseling  and  testing  has  not  had  an  impact  on  pregnancy  decisions  among  seropositive 
women.   Only  modest  effects  were  demonstrated  with  STD  clinic  patients." 

A  study  of  women  at  community  health  climes  in  Connecticut  found  limited  effects  of 
HIV  counseling  and  testing  on  subjects'  risk  behaviors  and  psychological  functioning  related  to 
HIV.  While  there  appeared  to  be  no  change  in  sexual  behavior,  among  women  who  were 
tested,  there  was  a  decrease  in  intrusive  thoughts  around  HIV  (Ickovics  et  al.,  1994). 
Earhardt's  (1995)  review  of  effectiveness  studies  of  counseling  and  testing  and  other  individual 
counseling  interventions  targeting  women,  found  it  difficult  to  be  conclusive  about  the  impacts 
of  these  interventions  on  women.  This  was  mostly  due  to  study  design  issues  and  conflicting 
outcomes. 

In  a  study  of  gay  males  in  bars  in  small  cities,  HIV  risk  behavior  was  examined  as  it 
related  to  HIV  antibody  testing  practices  (Roffman  et  al.,  1995).   Researchers  found  that  men 
who  had  been  tested  tended  to  be  more  sexually  active,  more  likely  to  have  sex  with  multiple 
partners,  and  engaged  in  more  protected  and  low-risk  sexual  activities  than  men  who  were  not 
tested.   However,  the  tested  men  did  engage  in  as  much  unprotected,  high-risk  behavior  as  did 
the  non-tested  men.  The  authors  offered  two  explanations  for  this:  1)  men  who  have  been 
tested,  rather  than  reducing  sexual  activity  as  a  means  of  avoiding  risk,  choose  to  adopt 
protective  behaviors  when  engaging  in  higher  risk  activities;  and  2)  these  men  may  also  be 
"more  likely  to  make  distinctions  about  the  contexts  for  anal  intercourse  with  which  condom 
use  is  either  necessary  or  unnecessary"  (e.g.,  with  a  long  term  partner  who  is  HIV-).   From 
this,  the  study  authors  concluded  that  increased  safer  sex  practices  were  associated  with  HIV 
antibody  testing  at  both  the  community  and  individual  level.  The  implications  of  these 
findings,  as  proposed  by  the  authors,  is  that  HIV  testing  should  be  made  more  available  to  this 
population  and  policies  should  be  established  to  "encourage  test-seeking." 

Cost  Effectiveness 

One  analysis  conducted  by  David  Holtgrave  (1993),  which  utilized  standard  methods 
for  cost-benefit  analysis  from  a  societal  perspective  (as  opposed  to  a  client  or  other  viewpoint) 
found  a  benefit-cost  ratio  in  HIV  antibody  testing  of  20.09.  This  finding  was  based  on  several 
major  assumptions  used  in  the  base-case  analysis,  including:  1)  the  assumption  that  without 
public  funding,  counseling,  testing,  referral,  and  partner  notification  (CTRPN)  programs 
would  not  be  provided;  2)  the  assumption  that  for  every  100  HIV-seropositive  persons 
identified  and  reached  by  CTRPN  services,  at  least  20  new  HIV  infections  are  averted;  and  3) 
the  assumption  that  for  every  $100  spent  of  direct  and  indirect  costs  of  CTRPN  services,  an 
additional  $60  is  spent  on  the  ancillary  costs  of  alerting  people  to  HIV  issues  and  to  CTRPN 
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availability.   Additional  benefits  due  to  CTRPN  services  were  ignored  for  the  sake  of  model 
simplicity,  such  as  the  role  of  CTRPN  in  protecting  the  nation's  blood  supply;  delayed 
morbidity  and  mortality  due  to  early  intervention;  and  the  likelihood  that  HIV  counseling 
provides  an  overall  net  reduction  in  risk  for  those  who  are  found  to  be  negative. 

Sensitivity  analysis  showed  that  the  benefit-cost  ratio  is  greater  than  1  for  all  considered 
cases.   Such  analysis  indicated,  for  example,  that  it  is  important  for  persons  who  test  negative 
to  continue  to  be  thoroughly  counseled  about  HIV  risk  reduction  and  about  maintenance  of 
low-risk  behavior.   Holtgrave's  analysis  strongly  suggests  that  publicly  funded  CTRPN 
services  result  in  a  net  economic  gain  to  society.   However,  other  research  is  necessary  in 
order  to  determine  whether,  and  to  what  degree,  knowledge  of  HIV-negative  serostatus  may 
result  in  a  small,  net  increase  in  risky  behavior,  as  has  been  suggested  by  some  investigators. 

Another  study  (Nahmias  and  Feinstein,  1990),  which,  as  the  above,  suggests  that 
counseling  and  testing  is  only  effective  for  individuals  engaging  in  high-risk  behaviors  who 
change  behaviors  as  a  result  of  testing,  arrives  at  a  different  conclusion.   When  looking  at  the 
cost-effectiveness  of  screening  the  general  population  for  HIV,  the  study  found  that  the  cost  of 
detection  varies  inversely  with  the  prevalence  rate,  and  that  the  exact  relationship  is 
hyperbolic.   For  example,  when  the  prevalence  rate  is  one  in  20,  the  cost  per  detected  case  is 
approximately  $750;  when  the  prevalence  rate  is  one  in  ten,  the  cost  is  approximately  $400; 
and  when  the  prevalence  rate  is  one  in  four,  the  cost  is  approximately  $200.   A  program  in 
Illinois  that  mandated  prenuptial  HIV  screening,  for  example,  detected  26  cases  of  HIV 
infection  out  of  155,458  total  persons  tested.   The  cost  of  detecting  a  single  HIV  infection  in 
this  population  was  thus  at  least  $208,000.   Screening  programs  applied  to  persons  engaging  in 
high-risk  activities  would  be  more  likely  to  be  cost-effective. 

On  the  other  hand,  it  should  also  be  noted  that  a  focus  group  of  HIV-positive  women 
conducted  as  part  of  the  year  one  California  State  Planning  process  found  that  approximately 
half  of  the  women  participants  had  not  been  aware  when  they  took  the  HIV  antibody  test  that 
they  were  at  any  risk  for  HIV  infection.   Testing  of  these  women  would  not  have  been 
considered  cost-effective,  yet  clearly  they  had  much  to  gain  from  taking  an  HIV  antibody  test. 

Suggested  Uses 

Advantages/Strengths 

CTR  is  universally  applicable,  although  different  groups  may  be  reached  through 
anonymous  and  confidential  testing  or  through  different  testing  venues.   The  factors  to 
consider  for  targeting  CTR  include: 

timing; 

venue; 

staff  representation  of  the  community; 

accessibility  of  site; 

mobility  of  CTR; 
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•  drop-in  vs.  appointment-based  services;  and 

•  anonymous  vs.  confidential  services. 

Note:  There  is  some  debate  over  the  most  appropriate  environment  for  CTR  (e.g.,  a  site 
created  just  for  HIV  CTR  or  a  primary  care  facility)  and  the  most  appropriate  kind  of  provider 
(e.g.,  a  primary  care  physician  —  doctor  or  nurse  —  or  an  HIV  testing  counselor).  The 
primary  care  context  may  be  more  appropriate  for  communities  in  which  there  is  more  stigma 
attached  to  HIV  and/or  a  greater  likelihood  that  people  will  seek  care  from  a  single  provider 
and  for  general  health  concerns.   It  is  important,  however,  to  ensure  that  doctors  or  nurses 
providing  test  results  are  fully  trained  to  do  the  counseling  and  referral  work  for  their  clients 
(training  of  all  CTR  providers  should  be  ongoing  and  central  to  the  program). 

•  CTR  can  function  as  a  method  of  HIV  prevention;  it  becomes  part  of  a  regimen  of 
health  care. 

•  CTR  will  be  most  inclusive  when  a  provider  offers  both  anonymous  and.  confidential 
services. 

•  Services  can  be  most  inclusive  when  a  provider  offers  both  appointment-based  and 
drop-in  counseling,  testing  and  referral. 

Considerations 

•  CTR  may  have  fewer  benefits  for  people  in  a  situation  of  total  isolation  and  lack  of 
social  support. 

•  CTR  may  have  fewer  benefits  for  people  in  an  early  stage  of  recovery  from  substance 
abuse  (although  CTR  can  become  part  of  the  recovery  process,  if  it  is  done  properly 
and/or  the  client  responds  well). 

Anonymous  Versus  Confidential  Counseling  Testing  and  Referral 

A  helpful  way  to  present  suggested  uses  of  CTR  is  to  consider  anonymous  and 
confidential  CTR  separately.   In  addition,  location  can  be  another  distinguishing  factor.  The 
ability  of  an  agency  to  provide  anonymous  or  confidential  services  depends  partly  on  the 
record-keeping  standards  of  the  agency.   Some  providers  encourage  clients  to  use  false  names 
for  testing  records,  allowing  for  a  kind  of  middle  ground  between  confidentiality  and  absolute 
anonymity.   It  should  be  possible  for  a  service  provider  to  use  client  names  for  some  services 
and  still  use  an  anonymous  records-keeping  system  for  HIV  testing. 

Advantages/Strengths  —  Confidential  Testing 

•  Confidential  services  expand  the  possibilities  for  follow-up  and  case  management  of  the 
testing  client.  With  youth  and  pregnant  women,  for  example,  it  may  make  more  sense 
to  focus  on  confidential  testing  and  the  capability  for  referral  to  services. 
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Advantages/Strengths  —  Anonymous  Testing 

•  Anonymous  testing  serves  the  needs  of  clients  who  fear  the  repercussions  of  reporting 
of  their  HIV  status,  or  who  simply  do  not  want  their  name  on  record. 

Location 

•  A  mobile  testing  unit  can  be  effective  for  targeting  clients  with  low  perception  of  risk 
in  the  venues  they  frequent. 

PARTNER  NOTIFICATION  (FN) 

Definition  and  Description 

Partner  notification  is  a  traditional  disease  control  intervention  used  in  fighting  sexually 
transmitted  diseases.   It  involves  public  health  officials  taking  responsibility  for  locating  and 
notifying  the  sexual  and  needle  sharing  partners  of  people  who  have  tested  positive  for  HIV. 

Standards  for  Service  Provision 

Required 

•  Partner  notification  is  performed  by  public  health  disease  control  specialists  that 
routinely  provide  STD  PN.  They  can  add  HIV  to  the  STDs  for  which  they  do  PN. 
The  voluntary  nature  of  clients'  acceptance  of  this  service  is  a  central  component. 
All  PN  services  are  confidential. 
PN  services  are  offered  city-wide. 
Antibody  test  counselors  offer  PN  to  all  clients. 

Partner  notification  involves  counseling  and  education  about  HIV/AIDS  including  the 
following: 

•  HIV  basic  information; 

•  Incubation/window  period; 

•  Risk  assessment/plan  for  risk  reduction; 

•  Offer  of  testing  or  referrals  to  testing;  and 

•  Condom  and  dental  dam  distribution,  demonstration. 

•  PN  services  are  provided  some  evenings  and  weekends 

Recommended 

•  PN  service  is  provided  in  as  many  languages  as  possible  including,  but  not  limited  to, 
Spanish,  Tagalog,  Cantonese,  Vietnamese,  Mien,  Hmong,  Mandarin,  and  any  other 
language  that  might  be  spoken  by  partners  of  HIV-positive  clients. 

•  Partner  notification  takes  an  active  approach  to  prevention. 
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Expected  Outcome 

•  All  partners  will  receive  knowledge  that  they  may  have  been  exposed  to  HIV  and  will 

be  offered  or  seek  determination  of  HIV  status  if  status  is  unknown. 

Effectiveness 

Outcome  Effectiveness 

Several  researchers  have  conducted  evaluations  of  partner  notification  programs.   A 
study  of  partner  notification  in  North  Carolina  found  that  provider-referred  notification  was 
more  successful  than  the  patient-referral  method.   Half  of  provider-referral  group  were  notified 
compared  to  only  7%  of  the  patient  referral  group.  The  study  was  limited  by  the  large  number 
of  tested  individuals  who  declined  to  participate.  The  authors  also  note  that  the  effectiveness 
of  partner  notification  can  be  limited  by  those  who  test  positive  and  do  not  return  for  their 
results  (Landis  et  al.,  1992) 

A  retrospective  analysis  of  partner  notification  services  in  Colorado  found  that  patients 
referred  only  20%  of  eligible  partners  compared  to  71  %  referred  by  the  provider. 
Heterosexual  men  referred  a  greater  proportion  of  partners  through  patient  referral  than  did 
gay  men.  The  proportion  of  patient  referrals  among  white  patients  was  higher  than  that  of 
Latino  and  African  American  patients  (Spencer  et  al.,  1993). 

In  a  different  Colorado  study,  Hoffman  et  al.  (1995)  compared  the  effectiveness  of 
partner  notification  services  of  an  anonymous  test  site  with  those  of  confidential  test  sites.  The 
researchers  found  that  confidential  test  sites  were  30%  -50%  more  likely  to  have  notified  and 
counseled  the  partners  of  HIV-positive  clients.  While  there  was  no  tracking  of  the  ATS 
clients'  rate  of  partner  notification  on  their  own,  the  authors  cite  other  research  that  found  that 
patient-referral  partner  notification  was  less  effective  than  provider-referral  notification. 

Regarding  the  cost-effectiveness  of  partner  notification,  James  Kahn's  (1995)  analysis 
found  this  type  of  service  to  be  a  cost-effective  approach  to  HIV  prevention  in  terms  of  its  cost 
per  HIV  infection  averted. 

Suggested  Uses 

Partner  notification  is  generally  applicable  for  anyone  wishing  to  inform  partners  of 
their  positive  HIV  status.   By  design,  it  targets  people  who  are  at  risk  as  partners;  and  it  may 
often  be  the  only  means  by  which  people  in  this  group  become  informed  of  their  risk. 
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Advantages/ Strengths 

•  Partner  notification  is  especially  valuable  for  anyone  who  wishes  to  notify  a  partner 
who  is  not  currently  in  their  life  or  who  may  have  a  violent  or  abusive  reaction  to 
hearing  the  news  directly  from  the  client. 

•  The  intervention  can  be  done  by  the  service  provider  alone,  or  can  be  done  jointly  by 
the  service  provider  and  the  client,  depending  on  what  is  more  comfortable  and  safe  for 
the  client. 

•  Partner  notification  is  always  an  in-person  service,  allowing  for  on-the-spot 
counseling/referrals. 

Considerations 

•  Partner  notification  can  only  reach  those  partners  mentioned  by  the  clients  who  wish  to 
use  the  service. 

NEEDLE  EXCHANGE  PROGRAMS 

Definition  and  Description 

Needle  exchange  programs  provide  sterile  needles  to  injection  drug  users,  and 
hormone,  steroid,  vitamin,  and  insulin  users.   Needle  exchange  programs  are  community  or 
street-based. 

A  variety  of  factors  may  limit  the  effectiveness  of  needle  exchange  programs,  including 
a  lack  of  resources  and  of  information  in  target  communities  about  existing  services. 
Providers  note  that  overall  only  a  fraction  of  IDUs  use  needle  exchanges.   And  IDUs  who 
would  utilize  needle  exchange  programs  do  not  always  know  how  to  access  them.   For 
example,  some  IDU  focus  group  participants  in  the  Tenderloin  are  not  aware  of  the  schedule 
for  needle  exchanges  and  do  not  realize  the  service  is  available  in  their  general  neighborhood 
almost  daily.   In  addition,  providers  note  that  IDUs  do  not  always  consider  needle  exchange 
sites  to  be  safe.   Providers  say  IDUs  fear  that  law  enforcement  officials  or  social  service 
authorities  will  intercept  them  at  needle  exchange  sites.   Providers  also  say  that  some  women 
IDUs  fear  their  children  will  be  taken  from  them  if  they  participate  in  needle  exchange 
programs. 

Standards  for  Training  and  Service  Provision 

Required 

•  Sites  are  adequately  staffed.   This  includes  staff  for  volunteer  coordination,  provision 
of  materials,  and  other  elements  of  the  program. 

•  Program  provides  incentives  so  that  volunteers  continue  to  play  important  role. 

•  Programs  integrates  volunteers  into  all  activities  of  needle  exchange. 
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•  Standard  volunteer  training  manual  is  developed  which  covers  all  duties  of  the  job  and 
addresses  safety  issues,  harm  reduction  theory,  infection  control/universal  precautions, 
and  violence  prevention. 

•  Each  site  has  a  designated  health  education  and  referral  and  resource  person. 

•  Health  education  messages  are  most  effective  when  simple,  clear,  concise,  and 
consistent. 

•  Program  offers  referrals  based  on  request  of  client. 

•  Condoms,  dental  dams,  and  information  on  safer  sexual  behavior  are  available  at  all 
sites. 

Recommended 

•  Program  meets  the  safety  needs  of  clients  (in  terms  of  both  keeping  down  police 
presence,  so  as  not  to  scare  away  clients,  and  having  a  protective,  vigilant  staff  to 
prevent  clients  from  causing  problems  for  each  other). 

•  Community  based  organizations  could  work  with  a  needle  exchange  site  to  provide 
prevention  education,  if  appropriate. 

•  A  site  can  be  developed  specifically  to  serve  the  needs  of  a  particular  neighborhood. 

•  Program  can  provide  a  bridge  to  drug  treatment  when  appropriate;  this 
linkage/collaboration  of  needle  exchange  and  recovery  services  should  extend  beyond 
the  giving  out  of  a  treatment  provider's  phone  number  (it  might  involve  offering 
passes,  which  reserve  a  treatment  spot,  to  interested  needle  exchange  clients). 

•  Needle  exchange  may  also  serve  as  a  bridge  to  CTRPN  services. 

Expected  Outcomes 

•  Individuals  will  exchange  used  syringes  for  clean  syringes. 

•  Individuals  will  have  referrals  for  services  requested. 

•  Participants  will  know  the  time,  day,  and  location  of  needle  exchange  services. 

•  Individuals  will  know  how  HIV  is  transmitted  through  needle  use  and  through  sexual 
behavior. 

Effectiveness 

Outcome  Effectiveness 

An  extensive  evaluation  of  needle  exchange  programs  has  been  conducted  and 
described.  The  majority  of  studies  demonstrate  decreased  rates  of  HIV  drug  risk  behavior 
through  needle  exchange,  but  not  sex  risk  behavior.   Available  quantitative  data  do  not  provide 
evidence  that  NEPs  change  overall  community  levels  of  drug  use  (Lurie  and  Reingold,  1993). 
There  is  also  evidence  to  suggest  that  laws  restricting  access  to  syringes  can  potentially 
increase  HIV  infection  rates. 
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The  U.S.  General  Accounting  Office  (GAO)  examined  studies  of  nine  needle  exchange 
programs  that  had  published  results  assessing  the  impact  of  their  NEP  interventions. 
According  to  the  GAO,  "Only  three  of  these  had  findings  based  on  strong  evidence.   Two  of 
these  three  reported  a  reduction  in  needle  sharing  while  a  third  reported  an  increase. "  (United 
States  General  Accounting  Office,  1993) 

Meanwhile,  seven  of  the  nine  projects  examined  by  the  GAO  looked  at  whether  NEPs 
led  to  increased  injection  drug  use.   Five  had  strong  evidence  to  report  on  these  outcomes,  and 
according  to  the  GAO,  "All  five  found  that  drug  use  did  not  increase  among  drug  users;  four 
reported  no  increase  in  frequency  of  injection;  and  one  found  no  increase  in  the  prevalence  of 
use."  (United  States  General  Accounting  Office,  1993).   The  GAO  also  found  that  the 
forecasting  model  developed  at  Yale  University  was  sound  and  credible.    "The  model  estimates 
a  33  percent  reduction  in  new  HIV  infections  among  New  Haven,  CT  needle  exchange 
program  participants  over  1  year."  (United  States  General  Accounting  Office,  1993). 

In  summary,  the  GAO  noted  that,  "Data  from  several  projects  support  the  view  that 
needle  exchange  programs  are  reaching  injection  drug  users  and  referring  them  to  drug 
treatment  or  other  health  services."  That  is,  NEPs  assist  injection  drug  users  in  obtaining 
services  that  may  address  core  issues  behind  their  risk  behavior.   However,  although  NEPs 
make  referrals,  there  are  not  always  available  slots  in  drug  treatment  programs  to 
accommodate  them  (United  States  General  Accounting  Office,  1993). 

The  Panel  on  Needle  Exchange  and  Bleach  Distribution  of  the  National  Research 
Council  and  the  Institute  of  Medicine  also  examined  the  wide  body  of  scientific  literature  on 
effectiveness  of  these  programs.   The  panel  concluded  that  "needle  exchange  programs  should 
be  regarded  as  an  effective  component  of  a  comprehensive  strategy  to  prevention  infectious 
disease. "  The  scientific  evidence  showed  that  needle  exchange  programs  lowered  the  fraction 
of  contaminated  needles  in  circulation,  thereby  reducing  the  risk  of  infection.   In  addition,  the 
panel  found  "no  credible  evidence  to  date"  that  needle  exchange  programs  were  associated 
with  increased  drug  use  or  increased  frequency  of  injection  among  participants  (Normand, 
Vlahov  and  Moses,  1995). 

Other  research  supports  these  findings.   A  study  of  a  San  Francisco  needle  exchange 
program  found  that  clients  reported  positive  changes  in  their  risk  behavior  as  a  result  of 
participating  in  the  exchange.   In  addition,  more  frequent  use  of  the  exchange  program  was 
significantly  related  to  less  frequent  use  of  a  single  syringe  and  fewer  sharing  partners. 
Researchers  concluded  that  the  program  was  successful  in  reducing  risk  behavior  but  not  it 
eliminating  it  (Guydish  et  al.,  1995). 

Watters,  Estilo,  Clark  et  al.  (1994)  evaluated  a  syringe  exchange  program  in  San 
Francisco.   The  authors  reported  that  the  program  was  especially  effective  for  IDUs  younger 
than  40,  whose  use  of  the  NEP  showed  the  strongest  association  to  not  sharing  needles.   An 
evaluation  of  a  needle  exchange  program  in  New  Haven,  CT  by  Heimer  et  al.  (undated 
manuscript)  found  that  the  program  had  reduced  the  circulation  time  of  syringes  in  the 
community.   The  authors  also  estimated  that  transmission  of  HIV  among  program  participants 
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was  reduced  by  one-third.   Finally,  participants  in  the  Tacoma  Syringe  Exchange  showed 
significant  declines  in  needles  and  syringe  sharing.   In  addition,  the  study  found  an  increase  in 
the  average  number  of  times  participants  used  bleach  to  clean  needles  (Hagan  et  al.,  1991). 

Many  IDU  focus  group  participants  in  San  Francisco  say  they  regularly  exchange 
needles.   In  addition  to  preventing  new  HIV  infections,  IDU  focus  group  participants  credit 
needle  exchange  programs  with  providing  them  access  information  about  other  services  such  as 
detox  programs. 

Cost  Effectiveness 

James  Kahn,  MD,  MPH,  of  the  Institute  for  Health  Policy  Studies,  UCSF,  has 
examined  models  for  determining  the  cost-effectiveness  of  NEPs  using  different  models  and 
various  assumptions.   He  found  that  in  almost  all  cases  the  cost  per  HrV  infection  averted  is 
far  below  the  $1 19,000  lifetime  cost  of  treating  an  HIV-infected  person.   Estimates  range  from 
$3,773  to  $12,000.  (Lurie  and  Reingold,  1993).  The  median  annual  budget  of  U.S.  and 
Canadian  needle  exchange  programs  is  relatively  low,  at  $169,000,  equal  to  the  cost  of  about 
60  methadone  maintenance  slots  per  year  (Ibid.) 

In  a  summary  of  cost-effectiveness  data  of  HIV  Prevention  in  the  U.S.,  researchers 
found  that  two  studies  of  needle  exchange  programs  showed  that  the  cost  per  HIV  infection 
averted  was  less  than  the  average  care  costs  of  HIV  disease  for  a  person.  One  study  found 
costs  to  be  as  low  as  $3,000  per  infection  averted  (Kahn,  1995) 

Mathematical  models  of  needle  exchange  programs  "suggest  that  needle  exchange 
programs  can  prevent  significant  numbers  of  infections  among  clients  of  the  programs,  their 
drug  and  sex  partners,  and  their  offspring.   In  almost  all  cases,  the  cost  per  HIV  infection 
averted  is  far  below  the  . . .  lifetime  cost  of  treating  an  HIV-infected  person"  (The  Public 
Health  Impact  of  Needle  Exchange  Programs  in  the  US,  1993). 

Suggested  Uses 

Advantages/Strengths 

•  Needle  exchange  programs  can  be  useful  for  the  transgendered  community,  and  for 
other  people  who  inject  steroids  or  vitamins,  as  well  as  for  IDUs. 

•  Compared  with  pharmaceutical  outlets,  needle  exchange  programs  are  more  appropriate 
for  higher-risk  populations,  which  may  require  ancillary  services  and  other  prevention 
tools. 
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Considerations 

•  Needle  exchange  is  inappropriate  in  the  context  of  a  24-hour  residential  treatment 
program.   There  is  also  still  some  question  of  its  appropriateness  for  clients  who  are  in 
other  kinds  of  drug  treatment  programs. 

HOTLINE 

Definition  and  Description 

A  hotline  is  a  confidential  telephone  service  functioning  as  an  education/referral/help 
line  for  anonymous  callers.   Hotlines  offer  up-to-the-minute  information  on  HIV  and  related 
issues,  crisis  intervention  and  counseling,  and  direction  to  other  social  services,  as  appropriate 
to  client  need.   Hotlines  have  the  advantages  of  targeting  a  wider  geographical  area  than  most 
interventions  and  being  able  to  reach  a  greater,  more  diverse,  and  sometimes  isolated 
population. 

Standards  for  Service  Provision 

Requirements 

•  Provide  ongoing  training  for  hotline  operators  in  HIV,  crisis  intervention,  substance 
use  issues,  legal  issues,  counseling  for  child  abuse,  sexual  abuse,  incest,  battering,  and 
emotional  abuse,  STDs,  and  cultural  competence. 

•  Staffed  by  culturally  diverse,  representative,  and  competent  individuals. 

•  Provide  brief  call  documentation  (records  of  call  content  and  the  demographic 
positioning  of  callers,  for  example). 

•  Include  a  well-developed  and  frequently  updated  system  of  referrals. 

•  Promote  and  reinforce  help-seeking  behaviors. 

•  Provide  consistent  prevention  messages  among  agency  staff. 

•  Keep  up-to-date  with  current  prevention  knowledge. 

Recommendations 

•  Offer  languages  appropriate  to  the  targeted  population  through  staffing  or  linkages  to 
other  resources. 

•  Provide  prevention  messages  consistent  with  other  organizations. 

Expected  Outcomes 

•  Linkage  of  callers  to  various  agencies/resources,  including  but  not  limited  to  those 
dealing  with  HIV; 

•  Increased  knowledge  and  debunking  of  misinformation; 

•  Risk  assessment; 

•  Crisis  intervention;  and 
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•  Anxiety  reduction  —  enabling  action  on  the  part  of  the  caller,  helping  her/him  to  regain 
control  of  her/his  life. 

Effectiveness 

Outcome  Effectiveness 

While  hotlines  may  have  limited  usefulness  in  directly  promoting  behavior  change  (and 
indeed,  as  mentioned  earlier,  this  is  not  their  principal  stated  purpose),  they  are  very  useful  in 
disseminating  information,  particularly  to  people  who  are  geographically  isolated,  and  to 
people  who  might  otherwise  not  seek  services.   Hotlines  are  often  a  first  link  to  other 
prevention  and  care  services,  and  are  a  useful  informational  and  supportive  access  point  to 
individuals  in  crisis  or  with  questions,  such  as  individuals  who  have  just  learned  of  a  friend  or 
relative's  HIV  status  and  does  not  know  where  to  turn  for  HIV-related  information  or  support. 
Studies  show  that  although  knowledge  is  not  sufficient  to  cause  behavior  change,  it  is  a 
necessary  basis  for  behavior  change  to  take  place  (Stall,  Coates,  and  Hoff,  1988). 

While  no  formal  studies  of  hotlines  were  found,  a  survey  of  repeat  callers  to  the 
Southern  California  AIDS  Hotline  indicated  that  the  hotline  was  effective  as  a  prevention 
strategy.   Fifty  percent  of  callers  reported  that  they  had  increased  their  practice  of  safer  sex, 
and  37%  reported  no  change  in  their  practice  of  safer  sex.   For  72%  of  all  callers,  the  hotline 
had  been  the  only  source  of  HIV/ AIDS  information  since  their  last  call  (AIDS  Project  Los 
Angeles,  1993). 

Cost  Effectiveness 

Hotlines  are  rarely  inexpensive  to  run  and  maintain,  particularly  when  they  exist  to 
serve  wide  geographic  regions.   On  the  other  hand,  their  per  unit  cost  is  low,  largely  because 
volunteers  are  most  often  utilized  to  provide  the  actual  answering  of  phone  lines.  While  the 
direct  impact  of  hotlines  on  averting  new  HIV  infections  is  uncertain,  they  are  probably  cost 
effective  even  if  they  avert  only  a  few  infections. 

Suggested  Uses 

Hotlines  are  widely  applicable  to  all  groups  at  risk  for  HIV. 
Advantages/ Strengths 

•  Hotlines  are  especially  helpful  for  people  in  crisis  and/or  people  needing  basic 
information  and  answers. 

•  Hotlines  are  particularly  appropriate  for  groups  requiring  support  and/or  anonymity. 
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Considerations 

•  Hotlines  are  not  appropriate  for  people  without  access  to  telephones  (or  do  not  have 
change,  if  the  hotline  is  not  a  toll-free  number). 

•  Hotlines  cannot  reach  people  who  do  not  comfortably  speak  the  language(s)  offered. 

SMALL  GROUP  INTERVENTIONS 

Small  group  interventions  involve  the  delivery  of  prevention  services  to  a  group  of  two 
or  more  individuals. 

SINGLE  SESSION  GROUP  WORKSHOPS 

Definition  and  Description 

A  single  session  group  workshop  consists  of  a  one-time,  intensive  session  or  gathering 
focusing  on  information  about  HIV  (e.g.,  transmission  and  behavior  change),  motivational 
activities,  and  skills-building.   It  may  also  touch  on  other  relevant  issues.   This  intervention 
can  take  a  variety  of  forms,  such  as  involving  impromptu  groups,  using  vans  as  session  sites, 
and  before/after  bar  groups.  The  specific  intervention  is  planned  or  requested,  usually  based 
on  advertising  or  promotion  of  the  availability  of  the  service. 

Standards  for  Service  Provision 

Requirements 

•  Facilitated  by  a  trained  facilitator  or  professional,  selected  also  for  her/his  cultural 
competence. 

•  Includes  ground  rules  created  and  adopted  by  participants. 

•  Provides  the  opportunity  for  confidential,  one-to-one  interaction  with  the  provider 
before  or  after  the  intervention. 

•  Includes  an  evaluation  component  that  is  completed  by  workshop  participants. 

•  Addresses  the  level  of  need  in  the  target  population  around  knowledge,  behavior,  and 
skills. 

•  Provides  referrals  and  resources  for  follow-up. 

Recommendations 

•  Provides,  when  appropriate,  a  referral /resource  to  clients  during  outreach. 

•  Provides  incentives  appropriate  to  the  workshop  and  the  target  population  —  especially 
important  for  hard-to-reach  groups. 

•  Draws  people  in  with  other  (not  directly  HIV-related)  activities. 

•  Includes  hands-on  activities  (such  as  role  plays). 

•  Provides  additional  support,  follow-up  groups,  and/or  "booster"  groups. 

•  Is  multi-issue  (e.g.,  addresses  racism  and  enact  community  building). 
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Expected  Outcomes 

•  Increased  HIV  knowledge  and  debunking  of  misinformation; 

•  Knowledge  of  services/community  resources; 

•  Development  of  skills  for  risk  reduction  (e.g.,  negotiation  skills  or  practical  application 
of  latex  barriers)  that  are  relevant  to  the  target  population;  and 

•  Intent  to  change  or  maintain  behavior  to  prevent  HIV  transmission  or  reinfection  (e.g., 
safer  sex  or  needle  use); 

•  Increased  motivation  to  participate  in  HIV  prevention  activities. 

Effectiveness 

Outcome  Effectiveness 

According  to  service  providers,  multi-session  group  interventions  have  a  greater  impact 
on  participants  than  single-session  interventions.   Providers  note,  however,  that  single-session 
interventions  are  also  effective  and  give  access  to  members  of  target  populations  who  would 
not  attend  multi-session  programs.   Group  interventions  are  more  effective  when  they  address 
other  social  or  personal  issues  such  as  racism,  domestic  violence  or  poverty,  providers  say. 

There  are  many  studies  evaluating  the  effectiveness  of  group  presentations  as  an  HIV 
prevention  strategy.   Presentations  that  emphasize  skills  for  behavior  change  and  that  are  more 
interactive  are  more  effective  than  those  that  simply  rely  on  the  didactic  transfer  of 
information.  The  effectiveness  of  the  didactic  transfer  method  for  information  is  still 
uncertain.   Some  studies  say  it  does  effect  behavior,  while  others  claim  that  it  does  not.   It  is 
safe  to  say,  however,  that  basic  information  on  HIV  transmission  and  prevention  is  an  essential 
element  for  changing  behavior. 

A  study  of  African  American/Black  male  adolescents  from  Philadelphia  found  that  a 
one-time,  five-hour  intervention  designed  to  increase  AIDS-related  knowledge  and  weaken 
problematic  attitudes  toward  risky  sexual  behavior  was  effective.   Compared  to  a  control 
group,  at  a  three-month  follow-up  assessment,  the  intervention  group  had  higher  AIDS 
knowledge,  weaker  intentions  to  engage  in  unsafe  sexual  activity,  and  reported  engaging  in 
less  risky  sexual  behavior  in  the  three  months  following  the  intervention.   "Adolescents  who 
received  the  AIDS  intervention  were  less  likely  to  engage  in  sexual  activities,  and  those  who 
did  were  more  likely  to  engage  in  safer  sexual  activity."  (Jemmott,  Jemmott,  Fong,  1992). 

Conversely,  "Calabrese,  Harris,  and  Easely  (1987)... found  that  neither  attendance  at  a 
safe  sex  lecture,  reading  a  safe  sex  brochure,  receiving  advice  from  a  physician  about  AIDS, 
testing  for  HIV  antibodies,  nor  counseling  at  an  alternative  test  site  were  associated  with 
participation  in  safe  sex."  (Stall,  Coates,  and  Hoff,  1988). 

Two  one-day  peer-led  interventions  for  gay  and  bisexual  men  in  Philadelphia  were 
evaluated.   Intervention  I,  a  small  group  AIDS  101-type  lecture  was  less  effective  in  increasing 
condom  use  than  Intervention  II,  which  included  skills  training  utilizing  role  play  and  group 
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process.   Although  Intervention  II  was  more  effective,  both  interventions  increased  condom 
use  for  insertive  anal  sex,  but  neither  had  an  effect  on  receptive  anal  sex  (Valdiserri  et  al., 
1989). 

A  project  in  Los  Angeles  that  used  peer  leaders  for  4  to  15  gay  and  bisexual  men  in 
groups  lasting  several  hours  found  that  subjects  "improved  in  terms  of  knowledge,  attitudes, 
and  behavioral  intentions."  (Institute  for  Policy  Studies,  1993). 

A  didactic  slide/tape  presentation  to  Vietnamese  women,  led  by  a  Vietnamese  nurse  at 
a  Women,  Infants,  and  Children  health  program  in  Los  Angeles,  was  successful  at  increasing 
knowledge  and  positively  influencing  intended  practices  (Flaskerud  and  Nyamathi,  1988). 

Effectiveness  of  one-time  condom  skills  training  sessions  for  women  at  risk  was 
difficult  to  assess  based  on  several  studies  reviewed  by  Earhardt  et  al.  (1995).   Fewer  women 
were  found  to  have  multiple  partners,  but  the  effect  on  condom  use  was  inconclusive.   These 
authors  also  reviewed  two  studies  of  single  session  relational  skills  interventions  for  STD  clinic 
patients,  neither  of  which  found  impacts  on  STD  reinfection  rates. 

In  a  Seattle  study  of  injection  drug  users,  researchers  found  that  a  90  minute 
educational  intervention  did  not  appear  to  impact  the  participants'  involvement  in  high-risk 
behaviors.   There  were  no  significant  differences  between  those  who  had  received  the 
intervention  and  those  who  did  not  at  the  four  month  follow-up  (Calsyn  et  al.,  1992). 

Suggested  Uses 

Advantages/Strengths 

•  Single  session  interventions  can  be  run  as  one-time  skills-building  workshops, 
especially  for  those  people  who  have  been  assessed  as  having  knowledge,  attitudes,  and 
beliefs  favoring  risk  reduction,  but  have  not  changed  behavior. 

•  The  single  session  format  can  be  beneficial  for  groups  that  cannot  commit  to  multiple 
sessions  (agencies  should  indicate  why  their  clients  cannot  commit  to  multiple 
sessions). 

•  A  one-time  presentation  can  serve  as  a  first  step  or  launching  pad  for  clients'  other 
prevention-oriented  activities,  if  they  focus  on  creating  linkages. 

•  Single  session  presentations  can  be  good  for  populations  at  lesser  risk  that  have  fairly 
good  information,  but  want  to  build  awareness  and  sensitivity  (e.g.,  friends,  family,  or 
employers  of  people  with  HIV);  and  can  be  designed  specifically  to  educate  people  who 
might  become  educators  or  advocates. 

•  A  single  session  group  can  clarify  to  people  at  low  risk  that  they  are  at  low  risk,  and  in 
this  way  reduce  the  demands  made  on  testing  centers  by  people  who  are  just  worried 
about  HIV  in  an  unspecified  way,  not  having  to  do  with  any  actual  risk  behaviors. 

•  Single  session  groups  may  be  provided  in  mobile  vans,  as  an  effective  way  of  accessing 
higher-risk  groups  in  their  venues. 
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Considerations 

•  Single  session  groups  are  less  helpful  for  people  with  serious  mental  health  issues. 

•  A  single  session  intervention  may  also  be  less  beneficial/less  feasible  for  the  highest- 
risk  populations  and  those  most  in  denial  (agencies  should  demonstrate  the 
acceptability/  feasibility  of  the  single  session  group  intervention  to  their  target 
population). 

MULTIPLE  SESSION  GROUP  WORKSHOPS 

Definition  and  Description 

Multiple  session  group  workshops  are  a  series  of  workshops/groups/meetings 
introducing  HIV  issues  and  linking  them  to  other  life  issues  not  as  easily  or  immediately 
understood  as  relating  to  HIV.  Workshop  topics  usually  build  on  each  other  from  session  to 
session.   Groups  may  be  closed  or  drop-in,  mixed  or  serostatus-specific,  structured  or 
need/issue-driven  groups  for  risk  reduction  and  psychosocial  support.   Multiple  sessions 
provide  an  opportunity  to  go  into  greater  depth  about  HIV  risk  reduction  issues  and  strategies, 
and  this  format  provides  enhanced  opportunity  for  behavior  change.  The  intervention  can 
draw  people  in  with  other  (not  directly  HlV-related)  activities.   Groups  can  be  held  in  vans  or 
run  as  before/after  bar  groups. 

Standards  for  Service  Provision 

Requirements 

•  The  intervention  is  conducted  at  locations  and  times  convenient  and  safe  for  the  target 
population. 

•  Sessions  are  facilitated  by  a  trained  facilitator  or  professional,  selected  also  for  her/his 
cultural  competence. 

•  Sessions  include  ground  rules  created  and  adopted  by  participants. 

•  Provides  the  opportunity  for  confidential,  one-to-one  interaction  with  the  provider 
before  or  after  the  intervention. 

•  The  format  includes  hands-on  activities  (such  as  role  plays). 

•  The  sessions  incorporate  practical,  useful  skills  building  exercises  or  demonstrations 
based  on  needs  of  the  target  population. 

•  The  intervention  appropriately  addresses  the  psycho-cultural  and  multiple  issues  not 
necessarily  directly  related  to  HIV  and  continually  identifies  additional  community 
needs  and  issues  to  be  addressed. 

•  The  program  includes  an  evaluation  component  that  is  completed  by  workshop 
participants. 

•  Facilitators  or  other  staff  provide  referrals  and  resources  for  follow-up. 


Strategies  and  Interventions  Chapter  59  January  1996 


Recommendations 

•  The  program  provides  incentives  appropriate  to  the  workshop  and  the  target  population 
—  especially  important  for  hard-to-reach  groups. 

•  The  program  provides  additional  support,  follow-up  groups,  and/or  "booster"  groups. 

•  The  program  has  counselors  available  for  follow-up  (especially  at  six  months,  to 
evaluate  the  adoption  and/or  maintenance  of  safer  behaviors). 

Expected  Outcomes 

•  Extensive  knowledge  of  HIV/STDs; 

•  Extensive  knowledge  of  services/community  resources; 

Behavior  change  or  maintenance  to  prevent  HIV  transmission  or  reinfection  (e.g.,  safer 
sex  or  needle  use); 

•  Health-promoting  attitudes,  such  as  realistic  perception  of  personal  risk  for  HIV; 

•  Development  of  skills  for  risk  reduction  (e.g.,  negotiation  skills)  that  are  relevant  to  the 
target  population;  and 

•  Increased  motivation  to  participate  in  HIV  prevention  activities. 

Effectiveness 

Outcome  Effectiveness 

There  is  much  data  suggesting  that  multi-session  groups  can  be  very  effective  at 
changing  the  risk  behavior  of  group  participants,  and  certainly  at  changing  their  level  of 
knowledge.   Multiple  sessions  have  a  greater  possibility  of  effecting  consistent  behavior 
changes  than  one-time  interventions.   They  also  have  more  potential  to  deal  with  the 
underlying  causes  of  unsafe  behavior.   Multiple  session  groups,  however,  can  be  only  as 
effective  as  the  facilitator  or  teacher  who  leads  them.   A  facilitator  or  teacher  who  is  not 
trained  in  AIDS  education,  or  is  not  comfortable  speaking  frankly  about  sexuality  and  drug  or 
other  needle  use,  cannot  lead  an  effective  HIV  prevention  program. 

A  study  of  a  two-session  classroom  AIDS  education  program  involving  seventh  and 
tenth  grade  classes  in  Rhode  Island  showed  positive  results.    "Following  instruction,  students 
reported  more  knowledge,  greater  tolerance  of  AIDS  patients,  and  more  hesitancy  toward 
high-risk  behaviors,  but  the  changes  were  modest"  (Brown,  Fritz,  and  Barone,  1989).   Similar 
results  were  found  in  a  school-based  AIDS  prevention  program  presented  in  an  inner-city 
school  in  Northern  California  serving  predominately  African  American/Black  and  Asian 
students.   In  this  population,  however,  changes  in  high-risk  behaviors  could  not  be  detected, 
perhaps  due  to  the  small  number  of  sexually  active  students  (Siege  et  al.,  in  press). 
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A  study  of  an  open-enrollment,  pass/fail  course  at  UCLA  in  1988  showed  positive 
impact  on  students'  AIDS-related  knowledge,  attitudes,  and  behaviors.   Compared  to  a  control 
group,  the  students  who  took  the  lecture  course  changed  their  attitudes  about  critical  public 
policy  issues  (e.g.,  mandatory  HIV  testing)  to  be  in  line  with  current  public  health  policy. 
"The  nature  of  the  effect  was  to  bring  students  toward  greater  appreciation  of  'individual 
rights'."   "Students  were  not  likely  to  carry  and  use  condoms  subsequent  to  participation  in  the 
course.   Conversely,  through  not  statistically  significant,  students  in  the  class  were  also 
perhaps  less  likely  to  engage  in  unprotected  vaginal  sex."   (Abramson,  Seckler,  Berk,  and 
Cloud,  1989). 

An  evaluation  of  an  AIDS  intervention  program  at  a  shelter  for  homeless  adolescents  in 
New  York  demonstrated  significant  increases  in  condom  use  and  decreases  in  risky  behavior. 
The  intervention  had  no  effect  on  abstinence.  The  intervention  focused  on  skills  training, 
behavior  self-management,  and  group  and  social  support  from  peers  (Rotheram-Borus  et  al., 
1991). 

A  study  of  African  American  gay  and  bisexual  men  in  San  Francisco  demonstrated  that 
men  who  participated  in  multiple  session  groups  had  higher  levels  of  behavior  change,  and 
maintained  behavior  change  over  time  than  those  who  attended  single  sessions  groups 
(Peterson,  1993). 

An  evaluation  of  a  six-session  skill-building  intervention  conducted  with  high  school 
students  demonstrated  that  this  approach  was  effective  in  increasing  STD  and  AIDS  knowledge 
and  increasing  skills  to  prevent  risky  sexual  behaviors,  but  not  drug  use  behaviors  (Shafer  and 
Boyer,  1991). 

In  a  review  of  NIMH  sponsored  research  on  prevention  interventions,  the  authors 
outlined  several  studies  that  found  that  multiple  session  group  workshops  were  successful  in 
reducing  high-risk  behavior  in  gay  men,  women  of  color  and  homeless  youth.   In  particular, 
reported  condom  use  was  much  higher  for  workshop  participants  than  for  control  groups. 
These  workshops  included  skill  building  for  assertiveness,  relationships  and  social  support. 
Multi-session  interventions  that  included  a  cognitive-behavioral  component  showed  more 
success  in  increasing  condom  use  among  African  American  youth  than  a  single  session 
information  only  intervention  (Office  on  AIDS  et  al.,  undated  manuscript). 

Reviewers  also  found  that  participants  in  a  multiple  session  intervention  with  the 
mentally  ill,  while  showing  success  in  increased  knowledge  and  intention  to  use  condoms 
immediately  following  the  intervention,  were  not  able  to  sustain  these  changes.  The  authors 
also  note  that  these  participants  were  all  motivated  individuals,  who  were  willing  to  attend  the 
sessions.   (Office  on  AIDS  et  al.,  undated  manuscript) 
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In  their  review  of  interventions  for  women  at  risk,  Earhardt  et  al.  (1995)  found 
evidence  that  interventions  that  involved  three  or  more  sessions  and  whose  skill-based  content 
was  targeted  specifically  to  women  (as  opposed  to  men  and  women)  were  more  successful  in 
reducing  high-risk  sexual  practices,  at  least  in  the  short  term,  compared  to  information-only 
interventions.   Positive  results  were  found  for  IDU  women  or  sex  partners  of  IDUs  and  at- 
risk,  inner-city  or  low  income  women. 

For  injection  drug  users  in  treatment,  participants  in  an  enhanced,  six  session 
intervention  on  HIV  education  showed  better  ability  to  make  decisions  about  risky  behavior 
immediately  following  the  intervention  than  participants  receiving  a  single  session  information 
intervention.   However,  follow-up  data  did  not  reflect  significant  differences  in  behavior 
among  the  two  groups  (McCusker  et  al.,  1992). 

Kelly  et  al.  (1994)  were  able  to  demonstrate  behavior  changes  in  female  patients  at  an 
urban  clinic  who  received  a  five  session  workshop  on  HIV/AIDS  risk  reduction.   Participants 
showed  significant  changes  in  condom  use  and  sexual  communication  and  negotiation  skills  at 
a  three-month  follow-up.   A  comparison  group  receiving  health  education  on  other  topics 
showed  no  change  after  three  months. 

Gay  and  bisexual  adolescents  participating  in  an  HIV  prevention  intervention  showed 
changes  in  their  practices  of  unprotected  anal  and  oral  sex.  These  changes  were  pronounced 
for  African  American  youths  (Rotherum-Borus  et  al.,  1994). 

In  addition  to  the  research  on  HIV  prevention  interventions,  studies  on  health  education 
interventions  for  other  health  concerns  also  show  the  effectiveness  of  a  multi-session  approach. 
For  example,  patients  participating  in  a  six  session  educational  program  on  cardiovascular 
health  demonstrated  greater  improvements  in  their  lifestyle  and  diet  than  did  patients  receiving 
the  "usual  advice"  from  a  health  care  provider  (Lindholm  et  al.,  1995). 

Suggested  Uses 

Advantages/Strengths 

•  Multi-session  groups  are  most  applicable  for  people  with  high  perception  of  personal 
risk. 

•  The  intervention  is  most  useful  for  people  who  are  already  highly  motivated  to  attend 
groups. 

•  Structured  groups  may  provide  a  needed/desired  structure  for  some  populations  (e.g., 
some  homeless  and/or  jobless  people). 

•  Multiple  session  groups  attract  people  who  perceive  themselves  to  be  part  of  a  cultural 
group  or  community,  and  who  are  seeking  connection  with  others  who  have  shared 
experience  and  interests. 

•  Services  may  be  utilized  more  fully  by  women,  who  tend  to  take  advantage  of 
discussion  and  support  groups  and  to  work  well  with  relational  models. 


Strategies  and  Interventions  Chapter  62  January  1996 


The  group  sessions  can  also  be  the  first  opportunity  for  people  who  are  unaccustomed 
to  engaging  in  group  activities  or  to  talking  about  sexual  and  drug-related  behaviors 
with  their  peers. 

Multiple  session  groups  can  draw  MSMs  (many  older  and  Latino  MSMs,  for  example) 
who  are  seeking  social  contacts  and  support  outside  of  the  gay  bar  scene. 
Group  sessions  are  especially  feasible  and  easy  to  integrate  when  conducted  in 
institutional  settings  (e.g.,  youth  in  schools,  clients  at  in-house  treatment  centers,  and 
incarcerated  persons). 


Considerations 


Group  sessions  tend  to  be  more  helpful  to  participants  if  they  are  interactive  rather  than 

didactic. 

Providers  can  encounter  difficulty  in  trying  to  retain  participants  for  continuing  groups; 

they  may  require  a  "hook"  other  than  HIV  prevention  alone,  to  motivate  regular 

attendance  (Note:   this  is  absolutely  essential  for  youth  participation). 

Multiple  group  sessions  may  not  be  feasible  for  people  with  limited  free  time  (e.g., 

people  who  are  struggling  to  hold  onto  housing/employment  or  juggling  house,  kids, 

education,  work,  etc.). 
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COMMUNITY  LEVEL  INTERVENTIONS 

Community  based  approaches  to  behavior  change  provide  information  and  skills  on  the 
community  level  to  change  behavior  and  encourage  a  supportive  social  environment  through 
channels  and  methods  that  are  indigenous  to  the  community.  Community-level  efforts  are  also 
designed  to  create  structures  and  systems  which  assist  in  the  maintenance  of  healthy  behaviors. 
These  interventions  are  based  on  several  theories  including  Social  Learning  Theory,  the  Health 
Belief  Model,  Attitude  Change  Theory  and  Diffusion  Theory  (Coates  and  Greenblatt,  1990). 

SPEAKERS'  BUREAUS 

Definition  and  Description 

Speakers'  bureaus  bring  together  individuals  who  have  been  impacted  by  the  HIV 
epidemic,  to  speak  to  groups  of  people,  communities,  or  organizations.   Participants  of  a 
speakers'  bureau  could  include,  but  are  not  limited  to,  people  living  with  HIV  disease,  their 
family  members,  their  friends,  their  significant  others,  health  educators  and  service  providers, 
etc.   Presentations  involving  speakers  can  be  interactive,  and  can  be  in  single  or  multiple 
session  formats. 

Standards  for  Service  Provision 

Required 

•  Panels  include  any  of  the  following  types  of  speakers:  people  living  with  HIV /AIDS; 
HIV /AIDS  service  providers;  or  friends,  family,  and  significant  others  of  people  with 
HIV/AIDS  (all  people  affected  by  the  epidemic,  from  a  range  of  social  positionings  and 
perspectives). 

•  Speakers  are  trained  in  basic  HIV/AIDS/STD  knowledge. 

•  Support  mechanisms  are  provided  for  speakers  such  as  honorariams  or  emotional 
support,  as  needed. 

•  The  site  is  comfortable  and  safe  to  all  participants. 

Recommended 

•  Whenever  possible,  speakers  should  be  members  of  the  target  population  of  the 
audience. 

•  Speakers  can  provide  referrals  to  agencies,  hotlines,  and  community  information 
resources. 
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Expected  Outcomes 

•  Increased  sensitivity  to  and  destigmatization  of  HIV/AIDS; 

•  Increased  HIV/AIDS  knowledge  (about  prevention,  AIDS  101,  antibody  testing, 
treatment,  etc.)  and  debunking  of  misinformation; 

•  Boosted  emotional  support  and  self-esteem  of  the  participants; 

•  Attachment  of  human  faces  and  stories  to  audience  conceptions  of  the  epidemic;  and 

•  Increased  motivation  to  participate  in  HIV  prevention  activities. 

Effectiveness 

The  Council  was  unable  to  find  research  documenting  the  effectiveness  of  speakers' 
bureaus  as  an  HIV  prevention  intervention. 

Suggested  Uses 

Advantages/ Strengths 

•  Speakers'  bureaus  are  accessible  to  people  at  a  low  literacy  level. 

•  The  intervention  can  be  helpful  for  people  needing  basic  information  about  HIV. 

•  Speakers'  bureaus  can  have  an  impact  on  people  who  don't  know  anyone  with  HIV  (or 
think  they  don't). 

•  The  speakers  can  serve  as  a  denial-breaker  for  people  with  low  perception  of  personal 
or  communal  risk. 

•  Speakers  can  work  well  with  people  in  institutional  settings  such  as  school,  jail,  etc. 

Considerations 

•  Speakers'  bureaus  are  not  as  appropriate  for  people  with  multiple  issues  or  mental 
health  stressors. 

•  A  panel  of  speakers  is  generally  not  sufficient  as  the  only  intervention  provided  to  a 
group  —  they  should  not  be  done  in  isolation  from  other  prevention  activities. 

MEDIA 

Definition  and  Description 

Media  is  a  form  of  communication  that  can  reach  large  numbers  of  people  with 
motivational  and  educational  messages.  These  messages  can  be  designed  to  reach  mass 
audiences,  small  and  location-specific  audiences,  or  culturally  and  communally  specific 
audiences.   Different  types  of  media  include: 

•  Large  media  can  include  television  (documentaries,  talk  shows,  commercials,  PSAs, 
etc.),  radio  (PSAs,  public  talk  shows,  etc.),  and  print  (newspapers,  magazines,  etc.). 
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•  Small  media  can  include  materials  development  (brochures,  pamphlets,  fact  sheets, 
posters,  palm  cards,  videos,  audio  tapes,  etc.). 

•  Other  media  can  include  billboard  advertising,  computer  services  (Internet,  bulletin 
boards,  etc.),  and  telephone  services  (hotlines,  talk  lines,  etc.). 

Large  media  campaigns  often  require  a  substantial  amount  of  funds,  and  therefore 
many  grassroots  movement-type  organizations  cannot  afford  to  sponsor  them,  but  small  media 
can  be  very  cost-effective  and  affordable. 

Several  concerns  about  current  media  campaigns  emerged  from  San  Francisco  focus 
group  data: 

•  Some  focus  group  participants  report  being  overwhelmed  or  confused  by  the  variety 
and  inconsistency  of  media  messages.   For  example,  messages  concerning  the  safety  of 
oral  sex  sometimes  are  confusing  or  inconsistent. 

•  Many  focus  group  participants  complain  that  media  efforts  do  not  depict  peers  of  target 
group  members.   For  example,  African  American  gay  male  focus  group  participants 
complain  that  posters  only  show  white  people  or  don't  show  male  couples. 

•  Media  providers  note  that  media  messages  must  be  strong  to  compete  for  the  public's 
attention.   Desensitization  of  the  public  from  exposure  to  many  strong  messages, 
however,  is  a  countervailing  concern.   Providers  note  that  messages  are  most  effective 
when  they  are  emotionally  or  intellectually  engaging. 

Standards  for  Service  Provision 

Required 

•  Media  developed  is  relevant  to  the  target  populations,  through  a  needs  assessment  and 
design  process  including  community  participation. 

•  To  engage  a  particular  population,  providers  say  media  messages  should  be  integrated 
with  other  issues  and  activities  of  the  targeted  group.   The  target  population  also  should 
be  involved  in  planning  and  implementing  a  media  campaign. 

Expected  Outcomes 

•  Increased  sensitivity  to  and  destigmatization  of  HIV/AIDS; 

•  Increased  HIV/AIDS  knowledge  (about  prevention,  AIDS  101,  antibody  testing, 
treatment,  etc.)  and  debunking  of  misinformation; 

•  Informing  of  people,  communities,  and  organizations  about  local  resources  and 
referrals;  and 

•  Increased  motivation  to  participate  in  HIV  prevention  activities. 
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Effectiveness 

Outcome  Effectiveness 

Media,  both  general  and  that  directed  at  specific  subgroups  in  the  communities,  is 
influential  in  teaching  about  the  health  risks  associated  with  specific  behaviors  (Coates  and 
Greenblatt,  1990).   According  to  published  research  and  other  data,  media  campaigns  with 
culturally-appropriate  messages  effectively  convey  prevention  information  and  change  behavior 
when  funding  exists  to  sustain  them  over  time  (Coates  and  Stryker,  1994).   An  analysis  of 
injection  drug  users'  use  of  media  and  source  of  HIV  information  in  Baltimore  concluded  that 
media  could  reach  IDUs  with  AIDS  prevention  messages,  particularly  through  television 
(Jason  etal.,  1993). 

In  their  paper  on  HIV  prevention  and  mass  media  campaigns,  Schechtel  et  al.  (undated 
manuscript)  discuss  how  evaluations  of  effectiveness  of  campaigns  about  HIV  make  it  difficult 
to  assess  a  program's  impact.   It  is  unclear  what  should  be  influenced:  behavior,  knowledge 
and  awareness,  or  use  of  services.  The  authors  discuss  evaluations  of  health  related  campaigns 
other  than  HIV  (seatbelt  use,  substance  abuse)  where  the  impact  due  to  the  intervention  was 
minimal,  but  apparent.  The  authors  do  conclude,  however,  that  although  it  is  difficult  to 
measure  behavior  change  due  to  media  campaigns,  there  are  some  data  on  effectiveness  for 
HIV  prevention,  such  as  changes  in  knowledge  and  awareness.  They  also  cite  several  studies 
that  found  media  campaigns  led  to  increased  HIV  testing  and  condom  use. 

Choi  and  Coates  (1994),  in  their  review  article  on  media  and  HIV,  state  that  although 
HIV  campaigns  have  most  likely  had  little  effect  on  behavior  in  the  United  States,  "experience 
in  other  countries  such  as  Mexico,  France  and  Switzerland  had  demonstrated  the  positive 
impact  of  the  media  campaigns  on  behavior  change  at  the  population  level. " 

Evaluators  of  the  1990-91  anti-smoking  media  campaign  in  California  found  that 
among  the  sample  of  smokers  who  quit  during  the  campaign,  6.7%  reported  in  uncued 
questions  that  advertisements  had  influenced  their  decision  to  quit.   More  than  one-third  of  the 
sample,  when  asked  directly  about  the  campaign,  indicated  that  the  media  had  a  role  in  their 
quitting.   Investigators  claimed  that  "while  causal  attributions  from  such  investigations  should 
be  made  with  caution,  the  evidence  suggests  that  the  1990-91  campaign  did  influence 
substantial  numbers  of  smokers  in  California  to  quit"  (Popham  et  al.,  1993). 
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Suggested  Uses 
Advan  tages/ Strengths 

•  The  use  of  media  as  an  intervention  is  generally  appropriate  for  all  audiences,  and  can 
be  adjusted  to  its  target  audience. 

•  Because  media  does  not  necessarily  require  interest  or  action  on  the  part  of  the 
audience,  it  is  suitable  for  reaching  groups  with  little  to  no  previous  awareness  or 
concern  about  HIV. 

Considerations 

•  A  media  campaign  has  to  consider  the  stages  of  change  appropriate  to  its  target 
audiences,  and  meet  the  readiness  of  the  audience  to  receive  prevention  messages. 

•  Media  mostly  provides  a  backdrop  or  stage  for  prevention  activities,  and  is  not  as 
useful  if  it  is  the  only  source  of  prevention  information  available  to  someone.   Personal 
interactions  should  take  place  in  addition  to  media  messages,  in  order  for  media  to  have 
an  impact. 

Targetable  Media  —  Suggested  Uses 

Media  can  be  divided  into  targetable  and  mass  media  forms.   The  difference  has  to  do 
with  the  intended  audience  —  is  it  a  specific  target  group  or  is  it  the  general  public  (or  a  set  of 
people  who  do  not  identify  or  socialize  with  a  group  of  others  like  them). 

Advantages/ Strengths 

•  Targeted  campaigns  are  appropriate  for  groups  which  are  less  likely  to  seek  out  or  have 
easy  access  to  HIV-related  information  (e.g.,  people  who  are  homeless,  IDUs,  or  lower 
literacy). 

•  The  use  of  media  offers  prevention  without  any  economic  investment  on  the  part  of  the 
audience,  and  so  can  reach  people  who  are  unable  to  afford  a  TV  or  radio,  for 
example. 

•  Targeted  media  can  reach  people  with  clearly  identifiable  "turf"  or  regular  venues  for 
hanging  out. 

•  A  targeted  media  campaign  can  increase  the  realistic  perception  of  personal  or 
communal  risk  among  people  who,  due  to  denial  or  some  demographic  factor,  have  not 
seen  themselves  as  being  at  risk. 

Considerations 

•  The  campaign  has  to  be  informed  by  a  thorough  needs  assessment  of  the  target 
audience,  in  order  to  pitch  its  message  at  the  appropriate  stage  of  change. 
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Mass  Media  —  Suggested  Uses 
Advantages/Strengths 

•  Mass  media  can  motivate  people  on  a  group/community  level. 

•  Media  campaigns  can  be  helpful  to  people  who  have  a  low  perception  of  personal  or 
communal  risk. 

Considerations 

•  A  mass  media  approach  may  not  be  as  effective  for  groups  facing  multiple  issues  and 
barriers  to  behavior  change. 

VENUE-BASED  GROUP  OUTREACH 

(This  category  includes  public  events  interventions.) 

Definition  and  Description 

Community-level  venue-based  outreach  involves  a  group  of  individuals  who  present 
HIV  prevention  activities  in  community  settings  (e.g.,  street  corners  or  public  forums), 
commercial  settings  (e.g.,  bars,  sex  clubs,  concert  halls,  and  theaters),  or  public  events  (e.g., 
street  fairs  and  parades).  The  outreach  activities  may  occur  in  existing  settings  or  settings 
specially  created  for  the  purpose  of  HIV  prevention.   Venue-based  group  outreach  can  take  a 
variety  of  forms  —  including  community  theater,  dramatizations  of  real-life  scenarios,  "bar 
zaps,"  and  interactive  performance  art  —  designed  to  promote  HIV  risk  reductive  behaviors 
among  audience  members.  The  distribution  of  appropriate  prevention  materials  may  also  be  a 
component  of  these  activities. 

Standards  of  Service  Provision 

Requirements 

Outreach  activities  are  designed  and  performed  primarily  by  individuals  who  are 

members  of  the  target  audience. 

Events  planning  groups  represent  the  diversity  of  the  community(ies)  targeted  for 

education  and  prevention. 

Outreach  activities  respect  the  operating  conditions,  and  contribute  to  the  spirit,  of  the 

venue/event. 

Outreach  activities  are  interactive  and  engaging. 

Outreach  activities  provide  referral  information  for  follow-up  prevention  activities. 
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Recommendations 

•  Events  emphasize  community  unity,  creating  a  positive  environment  in  which 
participants  can  socialize  and  mingle. 

•  Events  encourage  networking  among  members  of  different  communities,  through 
sharing  of  information  and  resources. 

Expected  Outcomes 

•  Increased  HIV  knowledge  and  debunking  of  misinformation; 

•  Contribution  to  the  development  of  a  social  norm  favoring  risk  reductive  behaviors; 

•  Audience  member  engagement  and/or  satisfaction; 

•  Personalization  of  HIV  issues  and  the  epidemic  —  an  increased  perception  of  HIV  as 
personally  relevant;  and 

•  Increased  motivation  to  participate  in  HIV  prevention  activities. 

Effectiveness 

Outcome  Effectiveness 

No  formal  outcome  evaluations  of  group  outreach  were  found.   One  paper,  however, 
did  report  on  a  "cultural  analysis  of  a  community  intervention"  conducted  among  lesbian  and 
bisexual  women  in  bars  and  clubs  in  San  Francisco.   Group  presentations  were  provided  to 
over  1,300  women  at  various  locations.   Through  informal  discussions  with  group  participants, 
peer  educators  gathered  data  that  found  the  intervention  "effective  in  prompting  interest  in 
HIV  prevention  information  and  intent  to  change  behavior"  (Stevens,  1994). 

Group  outreach  was  also  studied  for  its  effectiveness  as  an  approach.   In  an  evaluation 
of  a  multi-component  HIV  prevention  program  for  young  gay  men,  venue-based  group 
outreach  was  found  to  be  the  most  effective  approach  for  reaching  high  risk  young  men  (i.e., 
men  who  had  engaged  in  unprotected  anal  intercourse  in  the  past  year).   Sixty-one  percent  of 
the  high  risk  men  in  the  sample  were  reached  by  venue  based  outreach.   In  contrast,  small 
group  workshops  were  much  less  effective;  only  19%  of  the  high  risk  men  were  reached  in 
this  way  (Kegeles,  Hays  and  Coates,  1996). 

Suggested  Uses 

Advantages/ Strengths 

•  Group  outreach  can  reach  people  who  identify  with  some  community  and/or  a  group 
scene/social  group. 

•  In  the  form  of  street  theater,  this  intervention  can  also  reach  people  who  may  be  in  the 
venue  less  purposefully,  or  for  reasons  having  less  to  do  with  social/communal  identity. 

•  Group  outreach  can  be  structured  to  address  a  group  with  multiple  issues  and  barriers  to 
change. 
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The  intervention  can  provide  a  forum  for  dialogue  between  friends  and  family 

(community-building) . 

The  outreach  component  can  work  for  groups  with  a  lack  of  access  to  services. 

This  approach  can  be  helpful  to  people  with  a  low  perception  of  personal  or  communal 

risk. 

Group  outreach  can  be  helpful  to  people  needing  basic  information  and  referrals. 

The  group  intervention  can  serve  as  a  launching  pad  for  other  prevention  activities  (for 

groups  taking  a  first  step  toward  risk  reduction). 

Venue  based  outreach  at  a  can  be  useful  for  groups  which  have  never  experienced 

another  intervention. 

The  intervention  can  address  people  at  various  stages  of  change. 


Considerations 


Service  providers  have  to  work  harder,  if  attempting  to  reach  people  who  are  closeted, 

not  identified  with  a  group  /community,  or  not  already  in  an  institutional  setting  (since 

they  are  unlikely  to  come  to  a  prevention-related  performance). 

The  intervention  staff  have  to  create  and  maintain  a  safe  environment  for  the  targeted 

audience. 
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